Southwestern Medicine 


OFFICIAL ORGAN OF 


ARIZONA STATE MEDICAL ASSOCIATION 
EL PASO COUNTY (TEXAS) MEDICAL SOCIETY 


NEW MEXICO MEDICAL SOCIETY 
THE SOUTHWESTERN MEDICAL ASSOCIATION 





Vol. XXII. 


EL PASO, TEXAS, JULY, 1938 


No. 7 








Bone Traction for the Correction of Scoliosis 
Preliminary Report 
FRANK GOODWIN, M. D.* 
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ERHAPS there is no more difficult deformity 
to correct in the field of orthopedics than curv- 
ature of the spine. This is particularly true when 
the curvature is found in the high dorsal position. 
This preliminary report does not deal with the 
etiology of scoliosis; neither will it deal with the 
various methods used in the past for curvature of 
the spine. However, we would like to review some 
of the more recent types of treatment leading up 
to the application of bone traction for the correc- 
tion of scoliosis. The recognized method of treat- 
ing this particular deformity deals with the appli- 
cation of a body plaster in suspension and in vari- 
ous other positions on different types of tables and 
correcting apparati. During the application of 
these body casts a hinge is incorporated in the 
plaster on the side of the convexity. The plaster 
of Paris cast is cut completely around the body to 
the hinge with a plaster spreader on the lateral 
side of the cast and on the side of the concavity. 
Perhaps a better method, which we expect to use 
in the future, is the application of a plaster of 
Paris body cast with a hinge in front and behind. 
This method is used at the New York Orthopedic 
Hospital and is apparently giving better results 
than the hinge on one side. 

The various muscle rehabilitation and muscle 
re-education treatments do not give a permanent 
correction if any correction is obtained between 
the ages of 10 and 16 years. If the curvature is 
not severe and the patient has reached the age of 
15 or 16 years, perhaps these muscular procedures 
are satisfactory. However, in most cases the curva- 
ture does not materially increase after the maxi- 
mum period of growth has been reached. Suspend- 
ing by the arms and head is also a conservative 
treatment, which keeps the ligamentous structures 
about the spine stretched and pliable. We know of 
no conservative treatment during the rapid period 
of growth which will permanently correct a scolio- 
sis. Surgical stabilization of all those vertebrae 
making up the primary curvature is the only ideal 
and final treatment. It is most important that all 
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the vertebrae making up the primary curvature be 
completely stabilized, If not, and a patient is in 
the rapid age of growth, the curvature will pro- 
gress. 

While the wedging plaster has been the most 
efficient type of apparatus used for the correction 
of curvature of the spine, it is still not a satisfac- 
tory one. All the force placed on the plaster by 
the turnbuckle does not have effect on the curva- 
ture of the spine. This, naturally, is due to lack of 
purchase on the body and on the spine itself. The 
force exerted on the spine in the wedging plaster 
method corrects the spine by an indirect pressure 
or force. Since we are rapidly changing from the 
old methods of traction in the correction of de- 
formities and fractures to bone traction, it was 
thought that if this method could be applied in the 
treatment of curvature of the spine it would be 
more desirable. If such a method could be per- 
fected, the force would naturally be exerted by a 
direct pull on the curvature of the spine itself, con- 
sequently, an attempt was made to correct curva- 
ture of the spine by direct bone traction. 

Case 1. R. L. Admitted to the Carrie Tingley 
Hospital March 10, 1938, for correction of curva- 
ture of the spine following infantile paralysis. This 
patient was given suspension by the arms and head 
daily until he could stay in this position sufficient- 
ly long for a body plaster of Paris cast to be ap- 
plied. A hinge was incorporated in the plaster of 
Paris cast on the side of the convexity of the curv- 
ature. A plaster spreader was inserted in the cast 
on the side of the concavity. The plaster was placed 
about one arm and one thigh. The plaster was 
spread as far as possible. At this point in the 
treatment, more plaster of Paris bandages were 
placed about the body cast and the spreader re- 
moved, to maintain correction. A large window 
was placed on the posterior surface of the cast 
over the curvature of the spine. After examining 
the x-rays it was thought that the primary curva- 
ture was made up of the 8th, 9th, 10th, 11th, 12th 
dorsal vertebrae and the 1st, 2nd, 3rd lumbar verte- 
brae, and it was deemed necessary to fuse, or sta- 
bilize, these vertebrae, since they make up the pri- 
mary curvature. An incision was made over the 
posterior surface of the spine and these vertebrae 
exposed. The usual Hibbs technique was used. 
After the Hibbs operation was completed, a long 
piece of stainless steel, pliable wire was attached 
to the base of the spinous processes of the 12th 
dorsal and the 1st and 2nd lumbar vertebrae. These 
wires were placed about the base of the spinous 
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processes after a small niche was made on the su- 
perior and inferior surface of the spinous process- 
es, so that the wire would not slip off. At this point 
an aneurism needle was inserted through the skin 
in the posterior axillary line. It was continued 
through the musculature of the back to the inci- 
sion over the spine. The two ends of the wires 
were threaded in the aneurism needle and pulled 
through the muscles and the skin and continued 
through a hole drilled in the side of the plaster. 
The two wires were then twisted over a small nail 
on the outside of the cast. A similar procedure 
was carried out for each vertebrae to which the 
wire was attached. 

Figure 1 shows the curvature on admission. Fig- 
ure 2 shows the curvature after plaster of Paris 
casts had been applied and a turnbuckle used. 
Figure 3 shows the condition of the curvature 
about one week after the insertion of the wires. 
Figure 4 shows the condition of the curvature about 
three weeks after the application of traction. 

Case 2. M.L. Patient was admitted to the Car- 
rie Tingley Hospital on December 15, 1937, for 
correction of curvature of the sp.ne following in- 
fantile paralysis. Figure 5 will show this patient 
has a far advanced curvature in the dorsal region, 
which is one of the most difficult types to be cor- 
rected. The patient is 10 years of age and, conse- 
quently, treatment is indicated immediately, since 
she is just entering on her period of rapid growth. 
Many wedging plaster of Paris casts were applied 
from December 16, 1937 to March 8, 1938. These 
plaster of Paris casts applied were of many differ- 
ent kinds, incorporating first one leg and then the 
other, and then one arm and the other in an effort 
to determine which type of corrective plaster would 
function best in a high dorsal curvature. Figure 6 
will show the maximum amount of correction 
which we were able to obtain. On March 31, 1938, 
a spinal fusion was carried out, which included the 
6th, 7th, 8th, 9th, 10th, 11th, 12th vertebrae. The 
usual Hibbs technique was used. Sta.nless steel, 
pliable wire was placed through the base of the 
7th, 8th, 9th spinous processes, these vertebrae be- 
ing the three at the point of greatest curvature in 
the spine. With an aneurism needle these wires 
were pulled through the musculature on the side 
of the concavity of the curve, coming through the 
skin in the posterior axillary line, approximately, 
and through three drill holes in the plaster of Paris 
cast. The wires were looped about a nail and twist- 
ed. After the operation had been completed these 
wires were twisted sufficiently to take up the slack. 
Figure 7 shows the condition of the curvature about 
one week after traction had been applied to the 
spine. Figure 8 shows the condition of the curva- 
ture about three weeks after traction was applied. 
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COMMENT 

It is interesting to note that it has not been nec- 
essary to place any traction on the vertebrae. 
Rather than pulling on the vertebrae, it has been 
a matter of keeping the slack out of the wires. The 
patients have not complained of any pain. We have 
noticed w.th interest that the lateral side of the 
patient’s chest at the time of operation was rest- 
ing against the side of the cast on the side of the 
convexity. After three weeks of taking up the 
slack in this wire, the body of the patient is pulled 
from the cast about 2'2 inches. 

During the time of this operation it was thought 
that possibly it would be necessary to remove bone 
elsewhere from the skeleton to have sufficient bone 
to complete the fusion operation. This, perhaps, is 
a disadvantage in the procedure. This is particu- 
larly true in case 2, since the patient was only 10 
years of age. It was also noted during the opera- 
tion on case 2 that the bone perhaps was not suf- 
ficiently developed to have an ideal area to attach 
the wire. Another disadvantage in the operation, 
consequently, is that ths procedure could possibly 
best be carried out on a patient 13 or 14 years of 
age, at which age it would not be necessary, it 
would seem, to make the drill hole at the base of 
the spinous process where it joins each lamina. 
Whether or not this procedure will correct or in- 
crease the rotation of the vertebrae has not been 
determined, since only two cases have been operat- 
ed and bone traction used. In case 1 the patient 
was 16 years of age. We felt that he had sufficient 
bone to complete the fusion operation, even though 
we did not use all the spinous processes to which 
the wire was attached. 

Whether or not this procedure is worth while 
can be determined only with time and after hav- 
ing been used on a greater number of cases. This 
idea of bone traction in the treatment of scoliosis 
is reported with the hope that others who think it 
worth while might try it. Only in this manner can 
we determine whether or not we should continue 
attempting the correction of scoliosis by the meth- 
od of bone traction. 


First National Bank Building. 
cjo Carrie Tingley Hospital] for Crippled Children. 





Tumors of the Uterus 


GEORGE W. JONES, M. D. 
Philadelphia, Pa. 


UMORS of the uterus, as elsewhere, are classi- 

sified benignant or malignant. Clinically, how- 
ever, their distinction is sometimes not so easy to 
determine, and, in addition, the physiological states 
of pregnancy, menstruation, and the climacteric 
together with their pathological variations at times 
produce conditions from which tumors must be dif- 
ferentiated. The benignant tumors are chiefly myo- 
mas (fibroids), polyps, cysts, adenomas, and moles. 
The malignant are the carcinomas, sarcomas, and 
chorion-epitheliomas. Pregnancies, miscarriages 
andabortions, retained secundines, erosions (ever- 


sions), inflammations, abscesses and pyometria, 
pathologic affections of the adnexa, endometria, ab- 
normalites and hormonal disturbances comprise the 
majority of conditions which, at times, must be 
considered in differential diagnosis. Of the congi- 
tions described by Boyd’ as the “Big Four” (in- 
flammation, cancer, tuberculosis and syphilis), only 
the first two concern us greatly here. Stookey’, 
however, saw 42 cases of syphilis of the cervix in 
the short span of three years. 

Following the plan pursued in the article on Tu- 
mors of the Breast,’ practical points relating to be- 
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nign tumors and pathological states will be review- 
ed, but the greatest emphasis will again be given 
to the great devastator, carcinoma. 

MYOMAS 

The most common tumors of the uterus are my- 
omas, which indeed are the most frequent new 
growths found within the abdominal cavity. They 
are more common in colored (33.7%) than in white 
(10%) women over 20 years of age (Norris‘). The 
usual age is 30 to 50 ,being slightly more frequent 
in multipara. They are generally multiple, and af- 
fect the body of the uterus (96%) more frequently 
than the cervix (4%). Regression is characteris- 
tic following cessation of ovarian activity, whether 
brought about by oophorectomy, irradiation cas- 
tration, or natural menopause. 

We speak of intra-mural, subserous, submucous, 
pedunculated, and wandering (parasitic) myomas, 
but the majority are covered with myometrium, re- 
gardless of their position (Hertzler)®. Degenerative 
changes are common and are due to disturbances 
of nutrition, hemorrhage, inflammation, etc. The 
chief symptoms are menorrhagia, discharge, and 
pressure. A few women are sterile on account of 
their presence. A small percent, 1 to 2, undergo 
sarcomatous change. A myomatous uterus which 
shows renewed enlargement after the menopause 
should be viewed with suspicion for sarcoma. 

The treatment is myomectomy, hysterectomy, ir- 
radiation with radium or roentgen rays, depending 
on the age of the woman, size and number of the 
myomas, condition of the patient as to anemia, 
toxemia, heart, etc. Burnam’ states that about 60 
per cent of fibroids disappear after roentgen ir- 
radiation and that there were no deaths in 1800 
cases treated. Sternberg’ says that 85 per cent of 
all uterine bleeding responds to irradiation. Cath- 
cart* queried 10 radiologists as to the preferred 
method of irradiation for benign uterine bleeding 
and found that two favored radium, two favored 
a combination of radium and roentgen rays, and 
six favored the roentgen rays. From the surgical 
side Everett’ reports that operation on 1200 patients 
at Johns Hopkins showed only one per cent mor- 
tality, whereas some ureteral strictures and result- 
ant hydronephroses were seen following radium 
used either for benign or malignant conditions. 
Hunner” has a similar experience. Humphries & 
Williams” interestingly report that Sordeau of 
France treated 35 cases of fibroids with mild ra- 
dium therapy, i.e., vaginal irrigations with radon- 
bearing water and radioactive baths, with satisfac- 
tory response in all cases, 

ADENOMAS 

The adenomas, or adenofibromas, are of two va- 
rieties—diffuse and circumscribed. The circum- 
scribed can be compared to the fibro-eptihelial tu- 
mors of the breast. It is difficult to distinguish 
them clinically from myomas but they are not 
nearly as common, Von Recklinghausen concluded 
that they are remnants of the Wolffian Ducts. Cul- 
len“ says they are the result of ingrowth of endo- 
thelium into the tumor. The diffuse variety is a 
form of endometriosis and the ovaries may con- 
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ta.n Sampson’s Cysts. The enlarged uterus may 
simulate a pregnancy but the time test and endo- 
metrial scrapings make the differentiation. Their 
treatment is similar to that for myomas. 

POLYPS 

Endometrial polyps are usually small, .5 to 2 cm., 
but occasionally they grow large and protrude from 
the cervix. They frequently arise in the endocer- 
vical canal. The usual age is 35-55, and association 
with myomas is frequent. Ordinarily no trouble is 
caused by their presence but some bleed or under- 
go necrosis, It has been stated, as well as refuted, 
that a small per cent of polyps suffer carcinoma- 
tous change. In a case recently seen on account 
of post-menopausal bleeding, a small polyp from 
the cervix showed an induration at its base which 
when excised revealed carcinoma. A diffuse poly- 
posis is much more rarely seen. 

CYSTS AND MOLES 

Cysts of the cervix are small rounded, and soft 
collections of mucus. They are quite innocent and 
are the result of obstruction of the ducts of the 
cervical glands, due to laceration and inflamma- 
tion. 

The hydatidiform mole (chorioma benignum of 
Novak; heterochtonous blastoma of Kettle)” is 
rare. The moles are usually expelled before the 
sixth month. The ovaries may be enlarged, due to 
lutein cysts. Possibly 2—3% show a malignant 
change to chorionepithelioma. If bleeding recurs 
after removal of the mole, malignant change must 
have occurred (Hertzler)’. 

CARCINOMAS 

Confronted now with the case of a woman, aged 
47, who complains of irregularly continuous vag- 
inal spotting for the past six months, who has had 
three children, who thinks she has passed the 
menopause, with no complaint of pain, who feels 
well and has lost no weight, and who has never 
had any genito-urinary trouble, the picture is al- 
most perfect for carcinoma. Other possible condi- 
tions are: (1) some complication of a pregnancy; 
(2) myomas, especially with degenerative or mal- 
ignant changes; (3) endometrial (endocrine) dis- 
turbances; (4) “Fibrotic”’ uterus and (5) polyps 
with or without complicating changes. If carcinoma 
of the cervix is present examination bimanually 
and with speculum will almost certainly reveal it. 
Healy” states that in 95 per cent of cases the dis- 
ease is so well established that a clinical diagnosis 
can readily be made. We usually see one of two 
forms, i. e., an exuberant (cauliflower), friable, eas- 
ily bleeding new growth or an ulceration with in- 
durated edges which also bleeds readily. Later 
stages may show only extensive necrosis and cavi- 
tation. In doubtful cases without ulceration, Schil- 
ler’s” iodine test may be of some value, at least in 
helping us pick a likely place for biopsy. It must 
be remembered that the test is not specific for car- 
cinoma, as other conditions may cause an absence 
of stainability, depending on whether the cells con- 
tain glycogen or not, Hyperkeratosis (leukoplakia), 
healed luetic lesions, desquamation of the upper 
glycogen-containing layers of cervical epithelium 
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from trauma and erosions may all give a negative 
reaction (Craig’®). Biopsy of suspicious tissue 
must be performed for microscopical confirmation. 
There seems to be practically no fear in the minds 
of gynecologists regarding deleterious results from 
excising tissue, or from dilatation and curettage 
either. Possibly the fact that carcinoma of the 
uterus is not a widely metastasizing variety pro- 
tects them in their temerity. 


Grades of malignancy or radiosensitivity, from 
I to IV, depending on adult or anaplastic charac- 
teristics of the microscopical sections, are recog- 
nized. Although pathologists may differ as to some 
gradings, such as I and II, or III and IV, it would 
be unusual to confuse I with III or II with IV 
(Bothe"). Greater radiosensitivity, however is off- 
set in practical results by greater activity and ear- 
lier extension, so that five year results about bal- 
ance up. 

Here, again, the extent of involvement deter- 
mines the prognosis and methods of treatment. 
Tracy” at this hospital uses a diagram to chart 
the amount of involvement determined by ex- 
amination. As is true in breast cancer, Group 
I cases (not Grade I) are in the great mi- 
nority, being less than 10 per cent. In can- 
cer of the cervix surgery has given way to ir- 
radiation probably more than in the treatment of 
cancer of any other location. Bonney”, of England, 
however, still considers the Wertheim operation to 
be the best procedure, stating that he has never 
seen an authentic case cured by irradiation. Mil- 
ler,” too, doubts if any patient is permanently 
cured, but notes, as does Newcomet” and others, 
that so much good can be accomplished by irradia- 
tion in checking bleeding, in clearing up necrosis 
and resultant foul discharges, and in some pro- 
longation of life with a final exodus by the more 
“humane” route of uremia that it can be warmly 
recommended for palliative treatment. In fact, ir- 
radiation treatment of late cancer may be produc- 
tive of more good than our treatment of late stages 
of tuberculosis, pneumonia, peritonitis, and heart 
disease (Widmann”). 

Five year survivals have been reported various- 
ly from 13 to 34 per cent, but the average is prob- 
ably around 20 per cent (Crossen”, Martin and 
Rogers”, Norris‘, Zanca”, Myers”, Greenberger™. 
Group I cases, of course, show the largest per cent 
of five year survivals (65—75 per cent); Group IV 
practically none, with II and III variously in be- 
tween, showing again that the extent of involve- 
ment governs the survivals. It is unusual to see 
distant or systemic metastases from carcinoma of 
the cervix, but we recently saw a case with metas- 
tasis to the proximal phalanx of a finger. 

It is as yet uncertain whether the super-voltage 
x-rays (400 to 1000 K. V.) will improve our results. 
Emery and Mudd”, Meigs and Dresser’, and 
O’Brien” cannot conclude that super-voltage ther- 
apy has so far produced superior results. Schmitz 
believes his three year results with 700 K. V. 
showed improvement. 
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It has frequently been stated that carcinoma of 
the cervix can be prevented by attention to lacer- 
ated and inflammatory conditions (Findley”). On 
the other hand, it is doubted that carcinoma ever 
arises from an erosion (Miller”). The type of epi- 
thelium covering an erosion is columnar, whereas 
the preponderant type of carcinoma of the cervix 
is squamous. Trachelectomy in all women over 45 
was half jestingly, half seriously discussed at a re- 
cent meeting as the only 100 per cent prevention. 
Following this reasoning we would also remove the 
breasts of women at 40, the lower lips of men at 55, 
and skin them alive at 60. 

Carcinoma of the body of the uterus presents a 
somewhat different picture and course than car- 
cinoma of the cervix. The average age is mere ad- 
vanced, 53 years—75 per cent of cases being past 
50 years, therefore, usually after the menopause. It 
is not so frequent, the ratio being variously stated 
as 1: 3, 4, 5. In Levin’s” experience it is only 1:10. 
Our records at this hospital show only about 1:12. 
Childbirth does not play the prominent part that 
it does in carcinoma of the cervix. The type is 
adeno-carcinoma. The usual symptom is irregu- 
larly continuous, painless bleeding—rarely a dis- 
charge before the bleeding. Curettage is our only 
means of positive diagnosis and even then much 
confusion can result from the interpretation of the 
microscopic sections. If the curettings can be 
scraped out in friable, brain-like chunks with shag- 
gy surfaces, we should assume the presence of car- 
cinoma (Norris*‘). 

Surgery continues to play a greater role in the 
treatment of carcinoma of the body of the uterus 
than of the cervix. Ordinarily its spread to adja- 
cent structures is not so rapid a cure. Five year 
survivals are higher, 35—40 per cent. Hysterec- 
tomy, however, is nowadays usually employed in 
combination with intra-uterine radium and exter- 
nal roentgen therapy for treatment of carcinoma 
of the body. 

Chorionepitheliomas are rare. Bleeding which 
continues or resumes after an abortion should be 
regarded with suspicion for such a tumor (Novak", 
Hertzler)’. Curettage with examination of obtained 
products should be done. The treatment is as for 
carcinoma of the body but results are not nearly 
so good. Likewise, sarcoma is treated as is car- 
cinoma. 

COMMENT 

A detailed and unhurried examination is nowhere 
rewarded by greater dividends than in affections 
of the uterus. Let us not slight our examination, 
for we miss the correct diagnosis more often 
through neglect and laziness than through ignor- 
ance. Novak™ suggests the habit of going through 
each cervix with a fine tooth comb. It is unfortu- 
nate that some members of the profession and the 
laity generally rate a physician by how many pa- 
tients he “runs through the office” in a given 
time. It is unfortunate too, that physicians are not 
financially independent for, if they were, they 
would not feel obliged to rush through their ex- 
aminations, and a greater percentage of correct 
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nign tumors and pathological states will be review- 
ed, but the greatest emphasis will again be given 
to the great devastator, carcinoma. 

MYOMAS 

The most common tumors of the uterus are my- 
omas, which indeed are the most frequent new 
growths found within the abdominal cavity. They 
are more common in colored (33.7%) than in white 
(10%) women over 20 years of age (Norris‘). The 
usual age is 30 to 50 ,being slightly more frequent 
in multipara. They are generally multiple, and af- 
fect the body of the uterus (96%) more frequently 
than the cervix (4%). Regression is characteris- 
tic following cessation of ovarian activity, whether 
brought about by oophorectomy, irradiation cas- 
tration, or natural menopause. 

We speak of intra-mural, subserous, submucous, 
pedunculated, and wandering (parasitic) myomas, 
but the majority are covered with myometrium, re- 
gardless of their position (Hertzler)®. Degenerative 
changes are common and are due to disturbances 
of nutrition, hemorrhage, inflammation, etc. The 
chief symptoms are menorrhagia, discharge, and 
pressure. A few women are sterile on account of 
their presence. A small percent, 1 to 2, undergo 
sarcomatous change. A myomatous uterus which 
shows renewed enlargement after the menopause 
should be viewed with suspicion for sarcoma. 

The treatment is myomectomy, hysterectomy, ir- 
radiation with radium or roentgen rays, depending 
on the age of the woman, size and number of the 
myomas, condition of the patient as to anemia, 
toxemia, heart, etc. Burnam’® states that about 60 
per cent of fibroids disappear after roentgen ir- 
radiation and that there were no deaths in 1800 
cases treated. Sternberg’ says that 85 per cent of 
all uterine bleeding responds to irradiation. Cath- 
cart’ queried 10 radiologists as to the preferred 
method of irradiation for benign uterine bleeding 
and found that two favored radium, two favored 
a combination of radium and roentgen rays, and 
six favored the roentgen rays. From the surgical 
side Everett’ reports that operation on 1200 patients 
at Johns Hopkins showed only one per cent mor- 
tality, whereas some ureteral strictures and result- 
ant hydronephroses were seen following radium 
used either for benign or malignant conditions. 
Hunner” has a similar experience. Humphries & 
Williams" interestingly report that Sordeau of 
France treated 35 cases of fibroids with mild ra- 
dium therapy, i.e., vaginal irrigations with radon- 
bearing water and radioactive baths, with satisfac- 
tory response in all cases. 

ADENOMAS 

The adenomas, or adenofibromas, are of two va- 
rieties—diffuse and circumscribed. The circum- 
scribed can be compared to the fibro-eptihelial tu- 
mors of the breast. It is difficult to distinguish 
them clinically from myomas but they are not 
nearly as common, Von Recklinghausen concluded 
that they are remnants of the Wolffian Ducts. Cul- 
len” says they are the result of ingrowth of endo- 
thelium into the tumor. The diffuse variety is a 
form of endometriosis and the ovaries may con- 
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ta.n Sampson’s Cysts. The enlarged uterus may 
simulate a pregnancy but the time test and endo- 
metrial scrapings make the differentiation. Their 
treatment is similar to that for myomas. 

POLYPS 

Endometrial polyps are usually small, .5 to 2 cm., 
but occasionally they grow large and protrude from 
the cervix. They frequently arise in the endocer- 
vical canal. The usual age is 35-55, and association 
with myomas is frequent. Ordinarily no trouble is 
caused by their presence but some bleed or under- 
go necrosis, It has been stated, as well as refuted, 
that a small per cent of polyps suffer carcinoma- 
tous change. In a case recently seen on account 
of post-menopausal bleeding, a small polyp from 
the cervix showed an induration at its base which 
when excised revealed carcinoma. A diffuse poly- 
posis is much more rarely seen. 

CYSTS AND MOLES 

Cysts of the cervix are small rounded, and soft 
collections of mucus. They are quite innocent and 
are the result of obstruction of the ducts of the 
cervical glands, due to laceration and inflamma- 
tion. 

The hydatidiform mole (chorioma benignum of 
Novak; heterochtonous blastoma of Kettle)” is 
rare. The moles are usually expelled before the 
sixth month. The ovaries may be enlarged, due to 
lutein cysts. Possibly 2—3% show a malignant 
change to chorionepithelioma. If bleeding recurs 
after removal of the mole, malignant change must 
have occurred (Hertzler)’. 

CARCINOMAS 

Confronted now with the case of a woman, aged 
47, who complains of irregularly continuous vag- 
inal spotting for the past six months, who has had 
three children, who thinks she has passed the 
menopause, with no complaint of pain, who feels 
well and has lost no weight, and who has never 
had any genito-urinary trouble, the picture is al- 
most perfect for carcinoma. Other possible condi- 
tions are: (1) some complication of a pregnancy; 
(2) myomas, especially with degenerative or mal- 
ignant changes; (3) endometrial (endocrine) dis- 
turbances; (4) “Fibrotic’ uterus and (5) polyps 
with or without complicating changes. If carcinoma 
of the cervix is present examination bimanually 
and with speculum will almost certainly reveal it. 
Healy” states that in 95 per cent of cases the dis- 
ease is so well established that a clinical diagnosis 
can readily be made. We usually see one of two 
forms, i. e., an exuberant (cauliflower), friable, eas- 
ily bleeding new growth or an ulceration with in- 
durated edges which also bleeds readily. Later 
stages may show only extensive necrosis and cavi- 
tation. In doubtful cases without ulceration, Schil- 
ler’s” iodine test may be of some value, at least in 
helping us pick a likely place for biopsy. It must 
be remembered that the test is not specific for car- 
cinoma, as other conditions may cause an absence 
of stainability, depending on whether the cells con- 
tain glycogen or not, Hyperkeratosis (leukoplakia) , 
healed luetic lesions, desquamation of the upper 
glycogen-containing layers of cervical epithelium 
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from trauma and erosions may all give a negative 
reaction (Craig’*). Biopsy of suspicious tissue 
must be performed for microscopical confirmation. 
There seems to be practically no fear in the minds 
of gynecologists regarding deleterious results from 
excising tissue, or from dilatation and curettage 
either. Possibly the fact that carcinoma of the 
uterus is not a widely metastasizing variety pro- 
tects them in their temerity. 


Grades of malignancy or radiosensitivity, from 
I to IV, depending on adult or anaplastic charac- 
teristics of the microscopical sections, are recog- 
nized. Although pathologists may differ as to some 
gradings, such as I and I, or III and IV, it would 
be unusual to confuse I with III or Il with IV 
(Bothe"). Greater radiosensitivity, however is off- 
set in practical results by greater activity and ear- 
lier extension, so that five year results about bal- 
ance up. 

Here, again, the extent of involvement deter- 
mines the prognosis and methods of treatment. 
Tracy” at this hospital uses a diagram to chart 
the amount of involvement determined by ex- 
amination. As is true in breast cancer, Group 
I cases (not Grade I) are in the great mi- 
nority, being less than 10 per cent. In can- 
cer of the cervix surgery has given way to ir- 
radiation probably more than in the treatment of 
cancer of any other location. Bonney”, of England, 
however, still considers the Wertheim operation to 
be the best procedure, stating that he has never 
seen an authentic case cured by irradiation. Mil- 
ler,” too, doubts if any patient is permanently 
cured, but notes, as does Newcomet” and others, 
that so much good can be accomplished by irradia- 
tion in checking bleeding, in clearing up necrosis 
and resultant foul discharges, and in some pro- 
longation of life with a final exodus by the more 
“humane” route of uremia that it can be warmly 
recommended for palliative treatment. In fact, ir- 
radiation treatment of late cancer may be produc- 
tive of more good than our treatment of late stages 
of tuberculosis, pneumonia, peritonitis, and heart 
disease (Widmann”). 

Five year survivals have been reported various- 
ly from 13 to 34 per cent, but the average is prob- 
ably around 20 per cent (Crossen”, Martin and 
Rogers”, Norris‘, Zanca”, Myers”, Greenberger™. 
Group I cases, of course, show the largest per cent 
of five year survivals (65—75 per cent); Group IV 
practically none, with II and III variously in be- 
tween, showing again that the extent of involve- 
ment governs the survivals. It is unusual to see 
distant or systemic metastases from carcinoma of 
the cervix, but we recently saw a case with metas- 
tasis to the proximal phalanx of a finger. 

It is as yet uncertain whether the super-voltage 
x-rays (400 to 1000 K. V.) will improve our results. 
Emery and Mudd”, Meigs and Dresser’, and 
O’Brien” cannot conclude that super-voltage ther- 
apy has so far produced superior results. Schmitz™* 
believes his three year results with 700 K. V. 
showed improvement. 
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It has frequently been stated that carcinoma of 
the cervix can be prevented by attention to lacer- 
ated and inflammatory conditions (Findley”). On 
the other hand, it is doubted that carcinoma ever 
arises from an erosion (Miller”). The type of epi- 
thelium covering an erosion is columnar, whereas 
the preponderant type of carcinoma of the cervix 
is squamous. Trachelectomy in all women over 45 
was half jestingly, half seriously discussed at a re- 
cent meeting as the only 100 per cent prevention. 
Following this reasoning we would also remove the 
breasts of women at 40, the lower lips of men at 55, 
and skin them alive at 60. 

Carcinoma of the body of the uterus presents a 
somewhat different picture and course than car- 
cinoma of the cervix. The average age is mere ad- 
vanced, 53 years—75 per cent of cases being past 
50 years, therefore, usually after the menopause. It 
is not so frequent, the ratio being variously stated 
as 1: 3, 4, 5. In Levin’s” experience it is only 1:10. 
Our records at this hospital show only about 1:12. 
Childbirth does not play the prominent part that 
it does in carcinoma of the cervix. The type is 
adeno-carcinoma. The usual symptom is irregu- 
larly continuous, painless bleeding—rarely a dis- 
charge before the bleeding. Curettage is our only 
means of positive diagnosis and even then much 
confusion can result from the interpretation of the 
microscopic sections. If the curettings can be 
scraped out in friable, brain-like chunks with shag- 
gy surfaces, we should assume the presence of car- 
cinoma (Norris*‘). 

Surgery continues to play a greater role in the 
treatment of carcinoma of the body of the uterus 
than of the cervix. Ordinarily its spread to adja- 
cent structures is not so rapid a cure. Five year 
survivals are higher, 35—40 per cent. Hysterec- 
tomy, however, is nowadays usually employed in 
combination with intra-uterine radium and exter- 
nal roentgen therapy for treatment of carcinoma 
of the body. 

Chorionepitheliomas are rare. Bleeding which 
continues or resumes after an abortion should be 
regarded with suspicion for such a tumor (Novak", 
Hertzler)’. Curettage with examination of obtained 
products should be done. The treatment is as for 
carcinoma of the body but results are not nearly 
so good. Likewise, sarcoma is treated as is car- 
cinoma. 

COMMENT 

A detailed and unhurried examination is nowhere 
rewarded by greater dividends than in affections 
of the uterus. Let us not slight our examination, 
for we miss the correct diagnosis more often 
through neglect and laziness than through ignor- 
ance. Novak" suggests the habit of going through 
each cervix with a fine tooth comb. It is unfortu- 
nate that some members of the profession and the 
laity generally rate a physician by how many pa- 
tients he “runs through the office” in a given 
time. It is unfortunate too, that physicians are not 
financially independent for, if they were, they 
would not feel obliged to rush through their ex- 
aminations, and a greater percentage of correct 
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diagnoses would be the result. Experience has 
taught me that some patients have to be persuad- 
ed to undergo an examination, but it is our duty 
to tactfully convince them of the necessity of such 
a procedure. What embarrassment we might feel 
in being considered inferior to the physicians of 
older days who merely listened to a few symptoms, 
felt a pulse, looked at a tongue, and who, at the 
same time, enjoyed the position in the eyes of the 
public of ‘all knowing”, must be repressed for the 
sake of truth obtained only through a careful ex- 
amination. Merely stating the fact that cancer 
must be seen early is valueless in itself—means to 
this end is the important thing. 

I have the impression that the profession has 
been lulled by the feeling that the addition of ra- 
dium and X-rays to surgery in treatment has al- 
tered the situation but this is not so. Cullen” in 
1909 wrote: “The number of cases of cancer of the 
genital tract coming too late for operation is so ap- 
palling that the surgeon is ever seeking to devise 
ways and means by which this dread malady may 
be more generally detected at the earliest possible 
moment—at a time when complete removal of the 
malignant tissue is still possible.” To this sentence 
might now be added—or when radiation therapy 
could be employed with any hope of a permanent 
cure. 





American Oncologic Hospital, 
33rd at Powelton. 


BIBLIOGRAPHY 


1. Boyd. Wm.: A text-book of Pathology. Phila. Pa. Lea 
and Febiger, 1938, p. 95. 

2. Stookey, Paul F.: Primary Syphilis of the Cervix Uteri. 
Arch. Dermat. and Syphil., April, 1930, 21, p. 628-634. 

3. Jones, Geo. W.: Tumors of the Breast. Southwestern 
Medicine, May, 1938. 

4.- Norris, C. C.: Uterine Tumors. Harper & Bro. N. Y. 
1930. 

5. Hertzler, A. E.: Surgical] Pathology of the Female Genera- 
tive Organs. Chicago, Iil. The Lakeside Press. R. R. Donnelly 
& Sons. 1932, p. 258, p. 219. 

6. Burnam, Curtis F.: Evaluation of Irradiation in the 
Treatment of Uterine Fibroids. Amer. Jour. Roentg. & Radium 
Therapy. Vol. 37, No. 2, Feb., 1937, p. 234-241. 

7. Sternberg, Walter A.: The Use of Radium in Certain 


SOUTHWESTERN MEDICINE 








July, 1988 


Radiological Conditions. Radiologic Review., Vol. 60, No. 2. 
March, 1938, p. 61-64. 

8. Cathcart, John W.: Radium versus Irradiation in the 
Treatment of Benign Uterine Bleeding. Amer. Jour. Roentg. and 
Radium Therapy. Vol. 37, No. 4, April, 1937, p. 513-515. 

9. Everett, Houston S.: Urologic Complications Following 
Pelvic Irradiation. Amer. Jour. Obst. & Gynec., Vol. 28, No. 1, 
July. 1934, p. 1-10. 

10. Hunner, Guy: Discussion of Everett (9). 

11. Humphries, F. Howard and Williams, Leonard: 
therapy, Baltimore, Wm. Wood & Co., 1937, p. 108. 

Cullen, Thomas S.: Cancer of the Uterus, Phila., W. B 
Saunders Co., 1909. Preface. 

13. Kettle, E. H.: The Pathology of Tumors. London, H. K 
Lewis & Co., Ltd., 1925, p. 200. 

14. Healy, W. P.: Experience with Radium Therapy in Can- 
cer of the Cervix. Amer. Jour. Obst. & Gynec., Vol. 28, No. 3 
Sept., 1934, p. 386-392. . 

15. Schiller, W.: Early Diagnosis of Carcinoma of the Cer- 
vix. Surg. Gynec. & Obst., LVI, 1933, p. 210-222. 

16. Craig, F. Brown: Jour. Cancer Research Committee, Sid- 
ney, Australia, Vol. 5, No. 4, May 1, 1934, p. 181-185. 

17. Personal Communications: Bothe, A. E., Tracy, S. E. 
Newcomet, Wm. S., Zanca, Peter. 

18. Bonney, Victor: Cancer of the Uterus. Post-graduate 
Lectures on Cancer. John Bale. Sons & Danielson, Ltd., London, 
1925. 

19. Miller, N. C.: Address on Cancer of the Cervix. Phila. Co. 
Obst. Society, Phila., Pa., Feb. 3, 1938. 

20. Widman, Bernard P.: Address on Cancer. Meeting of 
the Mercy-Fitzgerald Hosp. Staff. Phila., Pa., April, 1938. 

21. Crossen, H. S.: Radium Methods and Statistics of Can- 
cer of the Cervix. Amer. Jour. Obst. & Gyne:., Vol. 28, No. 3 
Sept., 1934, p. 378-386. 

22. Martin, Charles L. and Rogers, Fred T. Amer. Journal of 
Roentg. 15, 1936, p. 336. 

23. Myers, Ralph E.: The Treatment of Carcinoma of the 
Cervix. Jour. Okla. State Medical Assn, XXXI, No. 3, March, 
1938, p. 74-78. 

24. Greenberger, Edward D.: Carcinoma of the Cervix and 
Breast. Jour. Okla. State Medical Assn, XXXI, No. 3, March, 
1938, p. 79-82. 

24. Emery and Mudd: Quoted by O’Brien, Frederick W 
Amer. Jour. Surg., Vol. XXXIX, No. 1, Jan., 1938, p. 95-99 New 
Series. 

26. Meigs, J. V. and Dresser Richard: Carcinoma of the Cer- 
vix Treated by the Roentgen Ray and Radium. Annals of Surg., 
Vol. 106, No. 4, Oct., 1937, p. 653-666. 

27. O’Brien, Frederick W.: Supervoltage X-Ray Therapy 
Amer. Jour. Surg, Vol. XXXIX, No. 1, Jan., 1938, p. $5-99, New 
Series. 

28. Schmitz. H. A.: Preliminary Report on the Effects of 
Ultra-high Voltage in Gyencologic Carcinomas. Radiology, 26, 
P. 331-,1936, 

29. Findley, Palmer: Limitations of Radium Therapy in Can- 
cer of the Cervix. Amer. Jour. Roentg. & Rad. Therapy, Vol 
36, No. 4, Oct., 1936, p. 457-460. 

30. Levin, Isaac: Radium Therapy in Cancer of the Female 
Genital Tract. Radiologic Review, Vol. 60, No. 2, March, 1938 
p. 55-61. 

31. Novak, Emil: Menstruation and Its Disorders. New York, 
D. Appleton & Co., 1921. 

The Early Recognition and Treatment of Cervical Cance1 
Surg., Gynec. & Obst., LXIV, June, 1937, p. 977-988. 


Emano- 





Regional Enteritis 


JOHN HOMER WOOLSEY, M.D. 
Woodland, Calif. 


EGIONAL enteritis, with its present day con- 
cept—an inflammatory process of undetermin- 

ed origin affecting any part or several parts of the 
intestinal tract with the exception of the duodenum 
and characterized by three different stages, inflam- 
matory, ulcerative, and stenotic (fistulous—a com- 
plication of the stenotic)—holds today a compelling 
interest for our profession. This interest is stim- 
ulated, because it recalls to many of us experiences 
of the past where similar lesions of the ileum and 
cecum were considered to be tuberculous, but com- 
pletely cleared in the four weeks or more by which 
time the second stage or resection was to be done 
or labeled as a malignancy, with subsequent treat- 
ment with Coley’s serum or radiation; because rec- 
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ognition of the disease is often and only made first 
at the operating table or even overlooked because 
of insufficient inspection; because of such reports 
as out of thirty-nine cases twenty-six had under- 
gone one or more previous unsuccessful operations 
for the disease’; because there is a spirited differ- 
ence of opinion as to treatment and because we do 
not know the future suffciently well if experiences 
are to occur as Shearer and Jackson’; whose pa- 
tient had a two time recurrence of the condition 
over a period of twelve years. Our appetites are 
whetted for more knowledge, and we must pool our 
experiences and observations by individually re- 
porting in such papers as this and continue to hold 
frank discussions about the disease. 

In 1932 Crohn* and his associates described the 
condition very completely; stated it occurred only 
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in the terminal ileum and gave it the name “Re- 
gional Ileitis”. In 1933 Brunn, Bell and Harris‘ re- 
ported the occurrence in the jejunum and suggest- 
ed a new name, “Chronic Cicatrizing Enteritis”. In 
1934 Brown’ and associates of the Mayo Clinic re- 
ported eighteen cases with involvement of the 
ieum, cecum, and ascending colon, and suggested 
the name “Regional Enteritis’ We have had the 
experience of meeting both clinical types; the sin- 
gle terminal ileum involvement and that of the 
multiple distinct, regional lesions, in one instance 
involving as high as the jejunum and as low as 
the descending colon. They were all the same le- 
sions grossly and all responded similarly to the 
treatment of rest. The term regional enteritis 
seems most appropriately applicable. 
ETIOLOGY 

The exact etiology is not known. Felsen’ report- 
ed eleven acute and eleven chronic cases as having 
bacillary dysentery. Razzaboni’ suggests a virus 
infection. Erdmann and Burt* offer the opinion 
that toxins on a broken mucous membrane may be 
the underlying cause. Ravdin and Rhoads’ call at- 
tention to the similarity of the lesion to fibro-plas- 
tic appendicitis but not that it is a sequal to ap- 
pendicitis. Many, however, feel, as Homans and 
Haas”, and Erb and Farmer”, that there is a rela- 
tionship between an appendiceal recurrent or sub- 
acute inflammatory process and the enteritis. 

The predilection for the terminal ileum appears 
to be of significance and is thought so to be be- 
cause of the anatomical and functional peculiari- 
ties of this region. The ileo-cecal valve gives a 
normal slowing of the progress of the intestinal 
content and sphincteric reaction from stimulation 
or irritation can become more spastic and give in- 
creased stasis. It is of interest that the majority of 
individuals seen by us have been of the vagotonic 
or very active involuntary nervous system type 
where there is less inhibition of peristalsis and pre- 
sumably a more spastic sphincteric action. The 
lymphatics of this region are of peculiar import- 
ance also, for they are more abundant than else- 
where in the intestinal tract and thereby permit 
greater absorption. 

Of all research in the laboratory applicable to 
regional enteritis, that done by Reichert and 
Mathes” is of greatest interest. They found that 
where chronic lymphedema of the mesenteric and 
subserosal lymphatic vessels was developed there 
occurred a thickening and edema of the intestinal 
wall, most marked in the submucosal and muscu- 
lar layers. If to this relatively briefly enduring 
lymphedema there was added bacterial invasion 
then the lymphedema would persist for ten months 
without regression and tissue changes of a fibrotic 
nature became permanent. The microscopic studies 
of these specimens and those of regional enteritis 
while varying in degree of involvement appear en- 
tirely comparable. 

Jackson” and others, because of a major involve- 
ment of the lymphatic system and a low grade in- 
fection, believe there is close relationship between 
mesenteric lymphadenitis and regional enteritis 
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To summarize, it would therefore appear that 
from the best evidence presented, a chronic lymph 
stasis with superimposed infection of various types 
is the basic factor in the etiology of regional en- 
teritis. 

PATHOLOGY 

The interesting pathology is that observed clini- 
cally at operation. The disease is seen in three 
stages, the acute-inflammatory; the subacute or 
ulcerative; and the chronic or stenotic, and as a 
subdivision of the last, the fistulous form. It oc- 
curs in definite regional areas varying in size up to 
as great as twenty-four inches, may be present in 
both the large and small intestines, the latter to 
the greater degree and most often in the terminal 
ileum. It may or may not involve the cecum, has 
been observed frequently in the jejunum, and nev- 
er in the duodenum. 

The acute or inflammatory stage is character- 
ized by an edematous, thickened, injected bowel, 
with a rough to an easily bleeding granular serosa, 
enlarged hyperplastic mesenteric lymph nodes, and 
an edematous thickened mesentery, involving a 
fan-shaped portion narrowing toward its root. The 
diseased portions have between them normal sec- 
tions of bowel, and as a rule lie entirely separate 
from one another. Plastic lymph may lie over the 
involved bowel. and some free serosanguinous or 
turbid peritoneal fluid is usually present. Now that 
we are regional enteritis minded, all stages even to 
a very mild edema of the intestine and moderate 
mesenteric lymph nodal enlargement have been ob- 
served. On the other hand complications, both ex- 
enteric as well as enteric, may be present in the 
acute stage. In one case we met with an abscess 
from a necrotic mesenteric lymph node. A section 
of the bowel wall shows edema of all portions, the 
submucosal and muscular layers to have inflam- 
matory and exudative changes and the mucosa to 
have small spotted ulceration. 

The subacute or ulcerative stage is marked by 
the more compact, edematous, firm, stiff bowel 
with serosa involved in fine adhesions and thick- 
ened lymphatic patches. It is this stage that re- 
sembles a soggy hosepipe. The corresponding mes- 
entery is edematous and thick and the lymph nodes 
vary from soft hyperplastic to a more firm fibrous 
type. A section of the bowel in this stage reveals 
a marked narrowing of the bowel lumen with ma- 
jor changes in the submucosal and muscular layer 
of inflammatory, hyperplastic and fibroblastic na- 
ture, and in the mucosa destruction of the smooth 
epithelial tissue by considerable ulceration. 

The chronic stage inclusive of the stenotic and 
fistulous forms is recognized by the thickened, 
firm, leathery wall with irregular intervening fi- 
brous constrictions, a serosa which in places is 
rough and always tough, adherent to other loops of 
viscera by filmy to firm adhesions, often accom- 
panied by local wall and mesenteric abscesses, and 
fistulous formation with contiguous loops of in- 
testine or the bladder or in the abdominal wall. A 
section of the bowel wall shows a fibrous thicken- 
ing of the submucosal and muscular layers and a 
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wide replacement of mucosa by scar tissue and 
open large ulceration. 

Microscopically foreign body giant cells are pres- 
ent in all stages, resemble in formation the tuber- 
cle-like structures and are what led in the past to 
the frequent diagnosis of tuberculosis. 

CLINICAL ASPECTS 

The disease has been observed, as to age, from 
four and a half to seventy years, but most fre- 
quently occurs in the second decade. It affects 
both sexes, with the males predominating. It is 
characterized by recurrent periods of quiescence 
and activity covering at times several years. The 
symptoms depend upon the location, the extent 
and severity of the lesion, and are of obstructive or 
inflammatory nature. Pain, dull to colicky, diar- 
rhea, at. times bloody stools, nausea, vomiting, ab- 
dominal distention and borborygmi are the chief 
gastro-intestinal complaints. Such general symp- 
toms as fatigue, anorexia, thirst and headaches 
are often present, just as often seen in incidences 
of colitis. 

In the acute and subacute stage one may observe 
always the first attack, but usually by the time 
the patient seeks consultation there have been sev- 
eral recurrent attacks of lower abdominal colicky 
pain most. often localized to the right lower quad- 
rant, accompanied by loose bowel movements, oc- 
casionally with some blood or mucous, nausea and 
vomiting, abdominal distention, and usually a ten- 
derness over the involved bowel region. There may 
be general symptoms of malaise, anorexia and fa- 
tigue, and when taken, fever has been found pres- 
ent. These attacks last as a rule for one to three 
days and then subside with a lingering tenderness 
over the involved bowel. 

Physical examination reveals a varying general 
abdominal distention and tenderness but most cer- 
tainly a tenderness over the involved bowel and 
often a palpable tender tubular mass. Muscle pro- 
tection varies with the degree of peritoneal irrita- 
tion. Auscultation reveals peristalsis of an over- 
active rush type if obstruction is the main disturb- 
ance, to a condition of aperistalsis if there is con- 
siderable inflammatory peritoneal irritation. 

In the acute and subacute stages many of the 
patients are first seen and come to surgery most 
often with a diagnosis of acute appendicitis. It is 
there the surgeon is often first confronted with 
the differential diagnosis. If the appendix looks 
too innocent, then an adequate exploration must 
be made. Often the appendix is edematous and in 
the dissection, purposely not exposing more vis- 
cera than necessary, the condition is overlooked or 
discovered after the technic of the appendectomy 
has advanced too far to stop in this procedure. At 
every appendectomy we should inspect the terminal 
ileum and ileo-colic mesentery and note the find- 
ings. 

If there is evidence of regional enteritis, and it 
is possible, a more complete exploration of the in- 
testinal tract should be made The degree of bowel 
distention above the involved region in order to 
estimate the degree of bowel obstruction should be 
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noted. Do not decide too quickly that it is a tuber- 
culous lesion or necessarily a malignancy. Anyway, 
if the obstruction is not too great, you will prob- 
ably desire to study the problem by x-ray and pro- 
ceed later with the surgical exclusion of the dis- 
eased segment when conditions are more propitious. 

In the chronic stage the history is that of a re- 
current or persisting obstruction of varying degree 
and duration. One of our patients had had her 
symptoms for eight years. Colicky pain is again 
the outstanding symptom. Diarrhea or alternating 
constipation and diarrhea, blood and mucus in the 
stools, distention, borborygmi, a poor appetite, re- 
current nausea and possibly vomiting, a general 
moderate tenderness of the abdomen, and loss of 
weight and strength are other prominent symp- 
toms. If there is perforation of the bowel into the 
peritoneal cavity the classic symptoms and signs 
of an acute abdomen will be present; if into the 
mesentery an abscess will occur; if into the blad- 
der, and this is not uncommon, a cystitis and fecal 
contaminated urine occurs; and if into the abdom- 
inal wall a fistulous tract develops. 

The physical findings in the chronic stage are 
those of a person who has lost weight, has a poor 
color, varying degree of abdominal distention, aud- 
ble borborygmi, a palpable abdominal mass often 
tender and often the shape of the fibrosed section 
of involved bowel and occasionally a fistulous tract 
which has occurred frequently subsequent to pre- 
vious surgery, almost always an appendectomy. 

A secondary anemia is often present and frequent 
stools will show excessive mucus and occasional 
blood. 

The diagnosis is usually established by the x-ray 
and the location and occurrence of more than one 
regional involvement is often demonstrated. In the 
acute stage there may be no finding other than a 
slowing of the intestinal barium meal at the site 
of the disease; but where stenosis has occurred, 
then the narrowing of the intestinal channel shows 
a filling defect and if sufficiently marked, the 
“string sign” of Kantor™. Above the stenotic azea 
there may be a dilatation of the loop. Jellen® re- 
cently has outlined well the procedure and findings 
of roentgen investigation. The surgeon is always 
interested in knowing in addition as to the mobil- 
ity of the lesion and whether it can be separated 
from other neighboring loops, for it gives him some 
advance knowledge as to operability. 

At the operating table the stenotic form has to 
be differentiated from tuberculosis and malignancy. 
The fistulous stage has to be differentiated from 
malignancy, mycelial infection as actinomycosis, 
tuberculosis, or a diverticulitis of Meckels. Under 
any circumstance the first procedure is the same. 
namely, exclusion from the current intestina! 
stream and in addition it gives an opportunity for 
tissue examination and cultures and examination of 
the discharge if any is present. 

TREATMENT 

The treatment of regional enteritis is essentially 
surgical, but what is proper surgical treatment is 
not as yet fully determined. There are basically 
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three courses to follow—1. leave the lesion alone 
and remove the inciting factor if such can be rec- 
ognized; 2. short circuit and put the diseased seg- 
ment at complete rest; 3. resect. 

Meyer” states the condition of the mesentery in- 
dicates the treatment needed, and so if the mesen- 
tery shows no edema then no direct surgery is in- 
dicated. Personally, any incidence of definite re- 
gional enteritis seen by us has always had consid- 
erable edema of the mesentery, and from our ex- 
perience we do not recommend this as any index 
for or against surgery. 

Reichert and Mathes from their experimental 
work say, “The surgical treatment of regional en- 
teritis by resection of the involved portion of 
bowel is rational, since in the animal with chronic 
lymphedema but without evidence of chronic in- 
fection, the pathological alterations are apparent- 
ly permanent.” 

Pemberton and Brown say, “The treatment of 
regional enteritis is essentially surgical and usually 
necessitates removal of the diseased segment with 
re-establishment of the continuity of the intestinal 
tract.” They even go further and recommend that 
resection of the diseased bowel be done in all cases 
“to prevent the spread of the infection’”’, and cite 
one case in support of this in which this spread 
was thought to have occurred. With the experience 
of Shearer and Jackson, who had a recurrence 
twice, even with complete removal of the diseased 
segment each time, the question of such spread is 
overstressed, for it may recur independently. In 
one of our cases operated over a period of three 
years and examined at the operating table, this 
spread was not observed. In addition, in this same 
patient the diseased regions, with the three year 
rest, regressed to a normal appearing bowel, and 
have functioned without disturbance for one and 
one-half years. 

Pemberton and Brown report six out of eight pa- 
tients, with only the short circuiting operation, 
were well thereafter at the end of two to five years. 
The need of resection of the diseased segment is 
therefore as yet unproven; but as the evidence 
stands today some involved bowel may be by ade- 
quate rest, returned to function, so conservatism 
is advised. 

Some discussion has arisen as to one and two 
stage procedures, when resection is to be done, and 
the optimum time for the second procedure or re- 
section. After all, such a decision is dependent up- 
on the condition of the patient and the local find- 
ings. Jackson quotes Mixter as recommending a 
one-stage procedure except when abscesses or fis- 
tulae are present. If, however, one-stage resection 
leads to a mortality of 36%, as is reported, then the 
argument for such is not only lost, but the facts 
condemn such a recommendation. The average 
mortality for all stages is around 5%. That the le- 
sion put at rest by the short circuiting operation 
has increased in inflammatory degree, making the 
second stage more hazardous, is questionable. Pos- 
sibly Mixter’s report is based on an incomplete 
shunting of the intestinal stream. Roller” has 
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stressed the importance of complete short circuit- 
ing the intestinal stream. He, as others, notably 
Forbes and Duncan”, have noted unless complete 
severance of the bowel above the lesion is done, 
only a portion of the intestinal stream is diverted, 
and so the old irritation of the bowel continues. 
Certainly an inflammatory intestinal lesion that 
is rested completely by a short circuit, be it to an- 
other loop of bowel or to the exterior, recedes in 
its degree of acitvity. In a short circuiting entero- 
enterostomy, therefore, there should be complete 
severance of the bowel above the diseased portion. 
There are three proven reasons for a two-stage 
procedure. 1. A primary principle of surgery is to 
avoid cutting through inflammatory tissue when- 
ever possible, as a resection across an edematous, 
involved, and potentially infected mesentery de- 
mands; 2. Avoid the handling and massage of in- 
flammatory intestinal loops, for the peritoneum is 
frequently protected only by an easily removed 
coat. of lymph, as witness the shock and peritonitis 
attending an ileostomy in ulcerative colitis when 
the diseased bowel is handled; 3. There is clinical 
evidence of apparent development of local immun- 
ity on the part of the peritoneum and tissues from 
the first-stage procedure. Experience generally 
and the reports of the majority of authors favor 
the two-stage procedure when resection is indi- 
cated. 

The interval between the two stages will neces- 
sarily vary, depending upon the general condition 
of the patient and any complicating factors. Pem- 
berton and Brown have given some attention to 
this and say that in the ordinarily acute case re- 
section is safe within three to four weeks and be- 
lieve that in the severe and complicated cases there 
is an advantage in permitting four to six months 
to intervene between operations. 

From the experience at our Clinic, we believe 
that in the very early stage where there is only 
edema of the bowel wall and only a moderate mes- 
enteric lymphadenopathy is present, and where 
there has been a clinical history of apparent ap- 
pendiceal inflammatory reaction and at the oper- 
ating table there is some evidence of appendiceal 
inflammatory change, then only an appendectomy 
should be done. This patient would then be put on 
a bland diet, mineral oil or petrolagar if neces- 
sary, a probable smooth muscle antispasmodic, and 
observed specifically by ourselves at regular inter- 
vals. If a real acute stage is present, a two-stage 
procedure is recommended, with resection at a 
second stage if local tenderness and any intestinal 
distress, usually characterized by diarrheal stools 
and intestinal cramps, continue or recur. We rec- 
ommend as the interval between operations prefer- 
ably six weeks, and longer if possible. In the 
chronic stage with obstruction and inflammatory 
activity present, then again, unless local abscesses 
or fistulae are likely to follow, one should be con- 
servative and resect only if symptoms are such as 
to indicate continued inflammation or inadequate 
emptying. 

A word as regards the complications, fistulae and 
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abscesses, is important. Fistulae to the bladder have 
been reported by Forbes and Duncan, and their 
experiences are of considerable interest. In one 
case they resected the enterovesicle fistula directly 
with a very stormy convalescence; and in the other 
they employed a salt drip into the completely iso- 
lated diseased bowel and through the fistula, and 
the fistula closed by itself. In this latter instance 
when resection of the diseased bowel was done, 
only a fibrous band attached to the bladder was 
found. Other fistulae to the exterior will with com- 
plete deflection of the fecal stream, clear of gross 
infection, subside in inflammatory reaction, and 
decrease in size so that resection is done with less 
hazard. 

Abscesses which arise not only from ulceration 
through the bowel but as in one of our cases, from 
a necrotic lymph node, will need to be first drained 
before resection is advisable. 

PROGNOSIS 

The future is not known. Five-year cures subse- 
quent to resection are reported by many. A com- 
plete short, circuiting of the intestinal stream with- 
out resection in mild to acute cases and in the ste- 
notic form are reported as doing well up to five 
years, and in one case up to fourteen years. Acute 
lesions in the jejunum, ileum and large intestine 
after a complete rest of three years have been in 
one of our cases returned to function without any 
recrudescence of trouble over a period of one and 
one-half years. This suggests, therefore, that in 
instances of multiple acute lesions, complete rest 
for a period may be sufficient, thereby saving a 
considerable length of functioning bowel. 

The patient who has experienced regional enter- 
itis should always consider his intestinal tract as 
a locus minoris resistentiae, and have regard to his 
dietary and bowel action habits, and the state of 
his general health. We have observed in three of 
our acute cases that ever since their supposed cure 
they continued to have easily “upset bowels.” 

CONCLUSION 

Regional enteritis is an inflammatory disease of 

undetermined origin, affecting the entire intestinal 
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tract except the duodenum, in the terminal ileum 
most often, occurs in the inflammatory, ulcerative 
and stenotic stages, is characterized by recurrent 
periods of quiescence and activity, presents symp- 
toms of intestinal obstruction with varying degrees 
of inflammatory reaction, and is demonstrable of- 
ten by the x-ray as a filling defect, giving the so- 
called “string sign”. 

It is advisable that we be “regional enteritis 
minded.” 

The treatment of regional enteritis is essentially 
surgical, wth conservatism as to resection; but if 
resection, then by the two-stage procedure. 

The prognosis is not established. Recurrence is 
likely and a longer period of observation is needed 
to evaluate the present treatment and incident of 
recurrence. 


Woodland Clinic. 
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Anal Infections* 


HENRY SAFFORD, M. D. 
El Paso, Texas 


NAL infections may cause so much agony that 

the sufferers become partial invalids. You are 

all familiar with the train of symptoms associated 
with their diseases—severe or moderate pain during 
defecation, which abates only after a period of half 
an hour, an hour. or sometimes only after a 
period of twelve hours; the concomitant backache 
and pain down the back of the thighs; the endur- 
ance of these symptoms because they have visited 
an unsympathetic physician who either examined 
them roughly, or who prescribed one of the num- 
erous proprietary suppositories without attemptinz 


*Delivered before The New Mexico Medical Society, 56th Annual 
Session, Santa Fe, N. M.. June 6-8, 1938. 


even the most superficial examinations. You are 
all familiar with the nervous symptoms of these pa- 
tients, their irritability, and their apprehension, 
for many of them feel that nothing less than cancer 
could possibly make them so miserable. It is not 
uncommon to have patients repeatedly diagnosed 
as neurotic recover after an overlooked painful le- 
sion in the anal (which had been present over a 
period of years) has been removed. 


EMBRYOLOGY AND ANATOMY 


A better understanding of these conditions may 
be had by a knowledge of the embryology and anat- 
omy of the anorectal region. During the second 
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month of embryonic life the anal plate, composed 
of an inner layer of entodermal cell (from the hind- 
gut) and an outer layer of ectodermal cells (from 
the proctodeum) disappears, leaving at the junction 
of the two the future pectinate line. Later small 
ducts are seen to lead off from some of the anal 
sinuses, some of them penetrating the sphincters, 
and these have the appearance of being glandular 
buds. 


In the adult, the pectinate line, indicaiing the 
embryonic junction of entoderm and ectoderm, 
marks the point of transition between the skin Ln- 
ing the anal canal and the mucous membrane lin- 
ing the rectum. The lymphatic supply is most con- 
centrated in this area, extending upward to th>2 
pelvic lymphatic system, and downward and out- 
ward to the inguinal glands. 


There is also a rich cerebrospinal nerve supply to 
the lining of the anal canal, and especially to vuhe 
neighborhood of the pectinate line. The inferior 
hemorrhoidal branches of the pudendal nerve pass 
from the postero-lateral portion of each ischio- 
rectal fossa to the anus, supplying motor fibres to 
the subcutaneous and deep portions of the exiernal 
sphincter, and sensory fibrestoa large part of the 
anal and perianal and skin subcutaneous tissues. 
The superficial portion of the external sphincter 
receives its innervation from branches of the deep 
branch of the perineal nerve. The puborectalis is 
supplied by the perineal branch of the fourth sac- 
ral nerve. The subcutaneous portion of the ex- 
ternal sphincter is immediately beneath the skin, 
and is separated from the internal spinchter by an 
intermuscular septum, which is located by a palp- 
able depression. The superficial or intermediate 
portion, and the deep portion, both surround the 
lowermost circular muscle of the rectum which 
forms the internal sphincter. The puborectalis is 
attached to the deep portion of the external sphinc- 
ter posteriorly, and its sling like action, with the at- 
tachments of the superficial portion of the sphinc- 
ter to the coccyx and to the central po.nt of the 
perineumm maintain the ano-rectal angle. 


CRYPTITIS 


The plentiful nerve supply, and the action of 
the sphincter in the production of spasm makes 
infections involving the anal canal extremely pain- 
ful. The pectinate line and the anal canal are con- 
stantly subjected to both trauma and the passage 
of infected material, and the depressions of vhe 
crypts and the presence of the anal ducts increace 
the susceptibility of this region to infection. When 
a crypt becomes infected, the usual phenomena 
associated with inflammation appear. When the 
process is acute, there is tenderness, and the ad- 
joining papilla is apt to be swollen and edematous, 
and the neighboring tissues hyperemic. The result- 
ing muscle spasm makes the patient miserable. The 
introduction of suppositories, when they are pre- 
scribed for these patients, causes severe pain, and 
as they lodge above the spastic musculature ,any 
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medicament in the suppository which might be of 
value fails to reach the affected anal tissue. 

Hot sitz baths, and codeine and aspirin aid in re- 
lieving the acute symptoms; later, warm anal 
irrigations or douches, and the use of liquid petro- 
latum to soften the stool are helpful. Gorsch 
recommends the use of oil soluble anesthetics to 
abolish the muscle spasm. When the process be- 
comes subacute or chronic, drainage should be es- 
tablished by excising the papilla and the tissue 
overlying the crypt. 

Buie has described a condition which he terms 
perianal lymphatic abscess, in which numerous 
crypts are infected and in which a perineal] abscess 
occurs without any evidence of grsss communica- 
tion of the infected crypts with the abscess. In 
treating this condition, he widely excises the in- 
volved crypts, together with the tissue intervening 
between them and the abscess, thus removing ihe 
diseased lymphatics. 

Cryptitis may be the result of a specific infec- 
tion. It is a frequent accompanimeat of bacillary 
dystentery and ulcerative colitis, and may be asso- 
ciated with any diarrhea, or follow the use of a 
strong purgative. 

Rosser and C. L. Martin regard gonorrheal proc- 
titis as being essentially a cryptitis. The tissue ad- 
jacent to the pectinate line shows the most marked 
inflammation, characterized by redness and edema 
of the mucous membrane, exudation of threads of 
mucopus, and at times, extreme tenderness and 
muscle spasm. This condition was occasionally 
recognized even before the discovery of the causa- 
tive organism. It occurs much more frequently in 
women, the infectious secretions from the vazina 
contaminating the anal canal during defecation. In 
men it usually occurs as a result of sodomy, althouzh 
there are instances where a urolo:ist’s contaminated 
finger has been to blame. Stuhmer accidentally 
transmitted the infection of tweaty-five cases io 
whom he was giving prostatic massage. The usual 
treatment of acute severe cases consists of bed rest, 
local heat, and a bland diet. When symptoms become 
less acute, warm irrigations, instillation of a weak 
solution of one of the silver protein compounds or 
irrigation of the crypts with 2% mercurochrcme 
may be used. While the gonococcus may cause ul- 
ceration of crypts, fistulas and anal ulcers, it usually 
causes only mild symptoms; its presence here is 
frequently overlooked, where it may remain over 
long periods of time and result in reinfection of the 
genital tract. 

FISTULA 

Fistula, of course, originates almost invariably in 
the crypts, infectious material within the crypt be- 
ing unable to escape to the interior of the anal 
canal, either as a result of inflammatory edema, or 
because of the depth of the anal duct. The infec- 
tion burrows outward into the tissues, and these 
being unable to overcome it, break down and form 
an abscess. The abscess either ruptures or is in- 
cised, A large percentage of fistulas were formerly 





264 SOUTHWESTERN MEDICINE 


thought to be tuberculous, but it is now generally 
agreed that all but a small percentage are due to 
the ordinary pathogenic organisms. The only sat- 
isfactory treatment, of course, is surgical, i.e. com- 
plete excision by either the knife or the cautery, 
with especial care devoted to the removal of the 
internal opening and sufficient external tissue to 
allow adequate drainage and to permit the wound 
to be dressed readily. Any attempt to suture the 
wound is almost certain to result in failure. The 
use of caustics or an electric current to destroy the 
tracts gives such doubtful results that few now 
use them. Careful after treatment is essential in 
getting the wound to heal properly and preventing 
recurrence, even though the tract has been com- 
pletely excised. 
ANAL FISSURE OR ULCER 

Fissure in ano is term long in use to indicate a 
painfill lesion (either a crack or an ulcer) usu- 
ally in the posterior midline, regardless of its dura- 
tion or appearance. There has recently been a 
tendency to restrict the term fissure to such lesions 
when there is no fibrous tissue formation and in- 
duration, and to use the term ulcer for the older 
indurated lesions. 

A fissure (of recent origin) accompanying which 
there is no sentinel pile and no infection of the anal 
crypt above, and when the anal canal is otherwise 
comparatively normal, will usually heal if kept clean 
and if the stools are kept soft. If there is marked 
spasm, one of the solutions which will give a pro- 
longed anesthetic action, such as quinine and urea 
or diothane (or anucain, as recommended by 
Gorsch) when injected beneath the lesion will great- 
ly enhance the likelihood of permanent healing. 

Where the lesion is of long standing, and there 
is an hypertrophied .papilla above and a sentinel 
pile below, the only effectual treatment is complete 
excision, and I prefer to incise a portion of the 
external sphincter at the same time. Sufficient ex- 
ternal tissue should be removed to allow adequate 
drainage, and to allow the deeper portions of the 
wound to heal before the external. 

ETIOLOGY OF ANAL ULCERS 

The question of etiology of these lesions is con- 
troversial. Their location, usually in the posterior 
commissure and occasionally in the anterior, sug- 
gest an anatomical basis—such as the angle that 
the anus makes with the rectum, the greater length 
of the canal posteriorly, the presence of an unus- 
ually deep crypt at or near the posterior midline or 
the decussation of the fibres of the external sphinc- 
ter, and these have all been blamed. The passage 
of a large hard stool is usually regarded as the ex- 
citing factor. Probably many incipient lesions heal 
without treatment. However, after they have per- 
sisted for some time and the tissues about them 
have become markedly infected, or infection has 
entered the crpyt above, weakening the tissue be- 
low, so that it tears more easily than normal, the 
lesion becomes persistent. There is unquestionably 
both a mechanical and an infectious factor that 
prevents these extremely painful ulcers from heal- 








July, 1938 





ing. The ulcer is usually within the grip of the sub- 
cutaneous portion of the sphincter, producing a 
marked sphincter spasm, and the spasm, together 
with the fibrous tab below prevent adeauate drain- 
age. Blaisdell has recently shown that the subcu- 
taneous portion of the external sphincter, bridging 
the v-shaped defect in the superficial portion is the 
chief anatomical feature and the resulting weak- 
ness is responsible for the production of anal ulcers. 
He advises the severance of this band as the most 
essential step in the operative treatment. 
SPECIFIC ANAL ULCERS 

There are also various specific infections of the 
anal canal. Tuberculous ulcers are nearly always 
secondary to a tuberculous infection in some other 
part of the body, and occur usually in far advanced 
cases of pulmonary tuberculosis. They usually have 
undermined edges, are usually painless, and have a 
serous or seropurulent, rather than a frankly puru- 
lent discharge. Actinomycosis may occur. Many of 
the venereal infections occasionally affect the anus. 
Chancroid produces an extremely painful and de- 
structive lesion, with a profuse serous discharge 
which is usually multiple because it is autoinocu- 
able, This may be diagnosed by an autoinoculation 
of the buttock of the patient and by the Dmelcos 
intradermal test. The injection of mercurochrome 
intravenously as suggested by Rosser, rapidly ends 
the infection. Chancres and condylomata sometimes 
occur and are very difficult to differentiate from 
non-specific anal lesions, and can be positively 
identified only by dark field examination. Granu- 
loma ingiunale may produce a marked destruction 
of tissue about the anus and in the anal canal, bui 
stops abruptly at the pectinate line. Lymphopathia 
venerea, (an entirely different infection) which is 
now held responsible for most inflammatory stric- 
tures of the rectum, may have its primary lesion 
near the anal aperture and the secondary involve- 
ment of the lymphatics may result in extreme dis- 
tortion of the anus. 

FIBROUS STENOSIS 

Marked fibrous stenosis of the anus, as a result 
of infection, is not infrequently seen. It is seen 
usually in those who have resorted to daily cath- 
arsis over a period of years, or those who have had 
a chronic diarrhea, and it is also seen in association 
with long standing chronic anal ulcers. The re- 
sults partially from infection of the crypts by 
liquid stools; and partially from the loss of dilating 
action of the formed stool. When extreme, this con- 
dition requires careful dilation under some type of 
block anesthesia, with incision of the subcutaneous 
portion of the external sphincter, and the main- 
tenance of dilatation postoperatively. 

CONCLUSION 

In conclusion, I should like to emphasize that 
these infections occur frequently; and that while 
many of them are overcome without treatment, the 
physician should look for them, giving adequate 
early treatment when they do occur, to prevent the 
development of more serious conditions. I believe 
that if physicians would avoid the prescribing of 
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purgatives whenever possible, and advise their pa- 
tients to avoid any drugs which produce a liquid 
stool, there would be a much lower incidence of 
anal infections. 


First National Bank Bldg. 
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DISCUSSION 
Dr. F. H. Crail, Las Vegas, N. M.: 


“T congratulate Dr. Safford for selecting the sub- 
ject of Anal Infections to present, to this society, 
for it deals with a group of human sufferers whom 
a conscientious doctor can help, and feel that he 
has rendered them a real service. in doing it. We 
General Practitioners do not like this subject too 
well. We would rather read about it and hear 
about it than do much about it, and we wish that a 
cure as simple but as promising as the newest cure 
for cancer would be discovered for it. That cure:— 
administer one single drop of persp ration wiped 
from the brow of a WPA laborer. 

Off and on during our medical careers we hear 
a lot about the Science and the Art of the Prac- 
tice of Medicine. The Science: that ever increas- 
ing encyclopedia of knowledge that gives us a 
clearer insight into the nature and behavior of our 
bodies in health and disease; the Art: our tech- 
nique in applying that knowledge in the care of 
patients. Diseases of the Anus afford an opportun- 
ity of applying the Art of Medicine in a truly mas- 
terly manner. No mere artisan can do the job 
completely; it takes an artist of no mean ability. 

Dr. Safford has covered the scientific aspects of 
this subject in a most thorough and excellent man- 
ner. I can make no contribution to that. phase of 
it, except that in treating of the abundant nerve 
supply of the neighborhood of the pectineal line, I 
would add this little suggestion, the possibility of 
its being a nerve center as well. It used to be 
thought that our emotional states had their origin 
in the heart. In the Spring when the young man’s 
fancy lightly turns to thoughts of love, he does it 
with all his heart. One man has a kind heart, an- 
other one a big heart, or a warm heart, or a ten- 
der heart; while someone else is hard-hearted or 
has a heart of stone, all expressions testifying to 
man’s localization of his emotional states. Then 
our laboratory brethren came along and took all of 
the romance and hatred out of a man’s heart and 
put them in his endocrine glands. Romeo in the 
balcony scene placed one hand over his heart as 
he extended the other to Juliet standing above. 
With this endocrine stuff he had no place to put it. 
Now I know that gloom and irracibility are defi- 
nitely located along the pectineal line, and love 
may be localized there also. Hitler’s great purge in 
Germany some years ago would suggest it. And 
if it is so, then Romeo will again have a place to 
put his hand. 

But I do not want to discuss this scientific aspect 
of the subject; I want to talk about we General 
Practitioners as Artists in this field. First, let us 
consider our armamentarium—a finger, a bivalved 
fenestrated speculum, a suppository and maybe an 
ointment. We do not use the finger much, because 
if we did we would not miss all the carcinomas 
that every textbook on diseases of this region and 
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every lecturer on the subject say we miss. But I 
think there are extenuating circumstances. Our 
fingers are none too clean, but that is a pretty 
dirty-place to put one of them, at that. So we re- 
sort to the fenestrated bivalve speculum, that we 
acquired with our first batch of new instruments. 
It took a genius to invent that instrument, and it 
is a compliment to the penetrating insight of the 
man who uses it. You know how it works—as you 
spread it apart the folds of mucous membrane 
drop neatly and snugly into the interval between 
the blades and into the fenestra, and one can look 
more and see less than with any instrument of ob- 
servation that I have ever used. And then when 
we release it to pull it out, like as not it pinches 
one of those edematous papilli that Dr. Safford 
told us about but which we sought for in vain dur- 
ing the examination. 

Our treatment is on a par with our examination. 
We have our suppositories applied above the area 
of the lesion or the ointment below it. We remain 
in a confused state of mind regarding the diagno- 
sis and the patient remains in a confused state of 
mind regarding the efficacy of the treatment. 

I do not think this exaggerates greatly a lot of 
examinations that patients with anal infections 
get. I certainly treated a lot of them like that for 
a good many years. 

But I have found that even the General Prac- 
titioner can treat these conditions very satisfactor- 
ily if he will add a little gentleness to his manipu- 
lation and a smaller, shorter speculum and suit- 
able illumination to his armamentarium. Exposure 
and light are all that are needed to make a diag- 
nosis for the pathology is not so difficult if one 
can get a good look at it. But to get the look one 
has to be exceedingly gentle not to further anger 
an already enraged sphincter. Sometimes no 
amount of gentleness will suffice, and then I think 
one should resort to local anaesthesia. I do not 
hesitate to anaesthetize the parianal region as a 
routine office procedure when that is the only 
means that I have left to give me the relaxation 
and the view that I want. And when we have that 
exposure any one of us can really see and recognize 
enlarged edematous papilla, infected crypts, the in- 
ternal orifices of fistulae and the size and charac- 
ter of base of fissures. We may not recognize the 
rarer types of anal infection. I have never recog- 
nized a gonorrhoeal or a chancroida] infection, but 
we can take care of practically all of the anal con- 
ditions that appeal to us for help, and we can do 
it in such a way that a fearful and suspicious crea- 
ture will become a grateful and trusting patient. 





Dr. S. L. Burton, Albuquerque, N. M.: 

For nearly half a century I have used one form of 
treatment in these cases. I do not go in for oint- 
ments and do not care much for the examination. 
The only procedure necessary is a rectal dilator. 
I take my patient to the hospital, have another 
doctor give an anesthetic and I dilate that rectum 
thoroughly. When the patient gets well, he is all 
well, and this method will cure 100%. Why make 
a surgical case out of something we can cure in 
half an hour’s time? In 48 hours the patient can 
leave the hospital entirely well. 


Dr. Safford (closing) : 

Divulsion of the anal sphincter for anal ulcer is 
an old treatment which is effective, at least for a 
time, in relieving the patient’s symptoms in a high 
percentage of cases There are, however, cases 
where this treatment has resulted in permanent 
paralysis of the sphincter. Another objection is the 
formation of numerous thrombi, which later be- 
come infected, and result in abscess and fistula. I 
believe that this treatment is far from being 100% 
effective, and that the dangers attending it make 
its use inadvisable. 
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The Hypertonic Infant 


July, 1988 


JACK HILD, M.D. 
Douglas, Arizona 


HE behavior of all newly born infants follows 

much the same pattern, barring gross patho- 
logical changes or birth injuries. The infant sleeps 
most of the time, and nurses when properly stim- 
ulated. There are no planned or purposeful move- 
ments. In short, he leads a reflex life. Toward the 
end of the second week—sometimes earlier—some 
infants begin to exhibit a set of characteristic 
symptoms which indicate muscular overactivity or 
hypertonicity. These infants are called “overac- 
tive” or “hypertonic”. The condition is described 
as “vagotonia”’, “neuropathic diathesis”, ‘“autono- 
mic imbalance”, “enterospasm” or “gastroentero- 
spasm”. I prefer, and shall use the term “hyper- 
tonic infant’ in describing this group. 

The typical hypertonic infant has been describ- 
ed as long, lean and wiry’, and also as being of the 
broad or sthenic type of body build’*. I have seen 
both types of body build, and I do not believe that 
habitus is a reliable physical sign in arriving at a 
diagnosis. The time of appearance of symptoms 
so often corresponds with the change in environ- 
ment from hospital to home that this may be 
blamed for the restlessness. 


Other peculiarities soon become evident. The 
infant raises his head, grasps objects that are 
placed in his hands, and kicks his feet so much that 
it may be difficult to keep him covered. When 
lifted from his bed, his body is stiff, frequently 
with the arms in motion and the legs and thighs 
flexed, so that it is difficult for the mother or at- 
tendant to hold him in her arms. When lifted by 
the shoulders, he seems to try to stand. When he 
falls asleep, which happens all too rarely, he awak- 
ens with a start and a peculiar little cry at the 
slightest noise or vibration of his bed. 

Feeding the hypertonic infant is a difficult prob- 
lem, and is often the cause for consulting a physi- 
cian. He seems to be hungry all the time, and colic 
is a most troublesome symptom. If breast fed, it 
may be thought that the mother’s milk is at fault. 
I have found that these infants are usually artifi- 
cially fed—a fact which may contribute to the con- 
dition, but which probably is the result of emo- 
tional strain in the mother. They may be classified 
as “just colicky”. Tow' mentions the fact that so- 
called “three months’ colic” is thought to be a com- 
mon occurrence, but that the colicky baby is fre- 
quently the hypertonic infant. A change from 
breast to artificial feeding, or changes in formula 
and feeding intervals may be tried, and in some 
instances, with marked success. The types of arti- 
ficial feedings that seem to have met with the 
most success will be discussed later. 

Vomiting occurs often, and it may be the symp- 
tom that first causes worry for the parents, if colic 
has not already caused alarm. It is due to spasm 
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of the pylorus and may be projectile or simply a 
regurgitation of all or part of the ingested milk. 
Sometimes, at the beginning of a nursing, the milk 
taken at the previous nursing is regurgitated or 
forcefully vomited, without effort or warning. 

Although the gastrointestinal tract is in a state 
of hypermotility, constipation may occur, due to 
lack of muscular coordination. Diarrhea has been 
decsribed as being characteristic’, but is by no 
means constant. After leaving the stomach, in- 
gested food is rushed through the intestinal canal 
to the lower bowel, where it may be retained‘, or 
frequent bowel movements may result from in- 
creased peristalsis or contractions. Constipation 
and flatulence may increase the colic. 

Without treatment, the hypertonic infant often 
passes through the hectic first few months of life, 
reaching the age at which a nervous balance is at- 
tained. The harassed parents, who have spent 
sleepless nights walking the floor, filling hot water 
bottles and giving enemas, find themselves enter- 
ing a new era of calm and peace. The formula be- 
ing given at the time this change takes place is 
given credit for the transformation. One mother 
stated that her baby had suffered colic “night and 
day” and vomited most of the feedings, until the 
fifth month, when she started feeding whole cow’s 
milk and abandoned the formula suggested by her 
doctor, which obviously hadn’t been agreeing with 
the baby.” 

ETIOLOGY 

In the present state of our knowledge, attempts 
to determine a basic cause for hypertonicity in in- 
fants meets with only partial success. We know 
that the nervous system is implicated, and of the 
two great divisions of the nervous system (volun- 
tary and involuntary), the autonomic nervous sys- 
tem is divided essentially into two great subdivi- 
sions—the cranio-sacral or parasympathetic, and 
the thoraco-lumbar or sympathetic It supplies en- 
nervation for the structures which involuntarily 
carry on and regulate the functions necessary for 
life. 

Through the 10th nerve (vagus) the cranial por- 
tion of the parasympathetic division supplies ner- 
vous impulses by which visceral organs respond to 
natural innocuous stimuli. The sacral portion is 
concerned with evacuation of the bladder and rec- 
tum’. In general, it may be said that this division 
of the autonomic nervous system has an excitatory 
or stimulating effect on the stomach, pylorus, 
small and large intestines, but has an inhibitory 
action on the anal sphincter. On the other hand, 
the thoraco-lumbar or sympathetic division has, in 
general, an inhibitory effect on contractions and 
motility of the stomach, pylorus and intestines, and 
an excitatory effect on the anal sphincter’. Nor- 
mally, the reciprocal action of these two systems 
allows for sufficient motility to carry the contents 
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of the gastro-intestinal canal toward the anal 
sphincter at an optimal rate. In the newly born 
infant, they control defecation, since voluntary 
action has not yet been established. 

Recent roentgenographic studies have shown 
that there is seldom evidence of a peristaltic wave 
in the normal infant stomach under three months 
of age. The stomach apparently contracts grad- 
usually in its entirety, forming a large tube as it 
empties. The pylorus is not clear-cut, and the 
usual triangular duodenal cap is rarely seen, since 
the pylorus and first portion of the duodenum 
stretch to the right, in line with the contracted 
stomach. The ingested meal is often at the cecum 
in 1% hours, and the small intestine is empty in 
five hours. In the adult, the usual periods are 
three hours for the meal to reach the cecum, and 
eight to ten hours for the small intestine to empty. 
As a rule, in the infant, the meal has entirely left 
the colon in 24 hours’. These findings would indi- 
cate that there is a normal predominance of para- 
sympathetic action, more marked in infants than 
in adults. If this normal predominance of action is 
increased, we have the same hypermotility of the 
enterospasms of the hypertonic infant. 

Autonomic imbalance is the actual modus oper- 
andi, but does not in itself explain the basic cause. 
Probably heredity plays a part, directly or indirect- 
ly. The increasing numbers of this type of infant 
may be an outgrowth of our hectic civilization, with 
its constant nervous strain. The endocrine system 
may also play its part. Laemmer*® has divided in- 
fants and children into two groups—those whose 
lives are controlled by the thymo-vagal system, 
and those controlled by the supra-reno-sympathetic 
system. That allergy may be a causative factor is 
strongly indicated by the frequent association of 
colic with eczema’. In these cases, both the colic 
and the eczema are relieved when allergens are 
eliminated by appropriate regulation of the diet. 

DIAGNOSIS 

Although characterized by typical symptoms, 
the clinical picture of the hypertonic infant may 
be confused with others. Incorrect formulas often 
cause gastro-intestinal symptoms. Too high a per- 
centage of carbohydrate often causes vomiting and 
excessive fermentation with diarrhea. Deficiency 
in carbohydrate is the cause of Finkelstein’s “bal- 
ance disturbance”—loss of tissue turgor, restless- 
ness, loss of weight and occasional vomiting. Ex- 
cessive fat in the formula may cause delayed emp- 
tying of the stomach, with decreased intake of 
food, regurgitation and apparent symptoms of 
colic. High protein content causes constipation, 
with attendant loss of appetite, flatulence and 
sometimes vomiting. Over-feeding and under- 
feeding cause symptoms referred to the gastro- 
intestinal tract, with sleeplessness and crying. Im- 
proper feeding intervals may also cause restless- 
ness, crying and decreased intake of food, with 
loss of weight. Symptoms caused by dietary indis- 
cretions are not accompanied by hypertonicity of 
the skeletal muscles, and are relieved by proper 
regulation of the formula and feeding intervals. 
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Spasticity due to birth injuries should not be 
confusing. A history of respiratory distress at 
birth, generalized or focal twitchings, evidence of 
increased intracranial pressure and time of onset 
of symptoms, aid in diagnosis, Tuberculous menin- 
gitis may present a clinical picture similar to that 
of the hypertonic infant. In the former, other 
neurological and physical signs, suggestive of in- 
traspinal and intracranial pathology, together 
with bulging fontanels should arouse enough sus- 
picion to lead to spinal puncture and a correct di- 
agnosis. Symptoms of other neuropathies and of 
myopathies do not appear as early, as a rule, as in 
the hypertonic infant. 

Gastro-enteritis causes colic with diarrhea; usu- 
ally the cause may be easily recognized. Naso- 
pharyngitis, otitis media and other infections fre- 
quently cause colic, diarrhea and vomiting. There 
are infants who develop a pernicious habit of 
ruminating, without other signs or symptoms. 
These infants. may be recognized, if they are ob- 
served at the time of feeding. A characteristic 
movement of the lower jaw is seen immediately be- 
fore the act of ruminaton. Infantile tetany (spas- 
mophilia) presents a clinical picture almost identi- 
cal with that of the hypertonic infant, and symp- 
toms may appear at the same age. Opisthotonos, 
carpopedal spasms or convulsions may be present. 
Chvostek’s sign is positive, and the blood calcium 
is found to be lower than normal. 

Gastro-enterospasm occurs in infants with and 
without manifestations of allergy. It is possible 
that the two groups may have a common causative 
factor, but until further evidence is advanced, I 
believe we are justified clinically in using the clas- 
sificatio nof P. J. White—“allergic” and “non-aller- 
gic” gastro-enterospasm’. To the latter group the 
term “hypertonic infant” is applied. 

TREATMENT 

Since most of these infants are receiving artifi- 
cial feedings before a diagnosis is made, proper 
dietetic management is essential. It is unwise to 
experiment with various formulas or to blindly 
use prepared milks, without first determining what 
properties in the formula are most desirable. Eas- 
ily digested food is to be desired, since it passes 
through the gastro-intestinal canal at. an acceler- 
ated rate, and must be easily assimiliated. It must 
be remembered that the caloric requirements of 
hypertonic infants are apt to be higher than in 
those who are less active. 

Feedings thickened with cereal have long been 
used for infants who are called “ruminators”, and 
in cases of organic pyloric stenosis, with success. 
White’ has used this type of feeding for hypertonic 
infants with marked success. He suggests that 
there is a possible colloidal-chemical effect, in ad- 
dition to the mere fact that the feeding is thick. 
In his experience, age has been no contraindication 
to the use of thickened feedings. 

Evaporated milk formulas are well tolerated in 
most cases, since the process of evaporation alters 
the physical properties of the milk, making it more 
easily dieested. If it is found necessary to decrease 
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the volume of feedings without decreasing caloric 
intake, this may be done by using lactic-acid-evap- 
orated milk formulas‘. The use of protein milk, or 
the addition of calcium caseinate to a simple milk 
mixture have been recommended’. It is advan- 
tageous to add cereal, mashed ripe banana and 
pureed vegetables and fruit to the diet earlier in 
life than is usually done with the normal infant. 
Accessory vitamin-containing substances should 
also be added not later than the second month. 


The feeding intervals may be hard to determine 
for these infants, since they may appear to be al- 
ways hungry no matter how frequently they are 
fed. The interval should certainly be no shorter 
than three hours, and a four-hour schedule is 
preferable. Satisfactory gains during the first few 
months are hard to attain, because of the high 
caloric requirements. At times, it may not be pos- 
sible nor feasible to maintain an ideal weight dur- 
ing this period. 


In the more marked cases, dietary regulations 
and general measures may not suffice, and the ex- 
hibition of drugs may be necessary. Since it is 
known that the most distressing symptoms—those 
of the gastro-intestinal canal—are produced by 
gastro-enterospasm, the most logical therapeutic 
endeavor would be directed toward decreasing ex- 
citatory impulses from the nerves which are pres- 
sor to the visceral organs. Drugs known to have 
a depressing effect on the terminations of the para- 
sympathetic nerves are atropine, homatropine, hy- 
oscyamus and scopolamine’. Of these drugs, atro- 
pine is most satisfactorily employed. Phenobarbi- 
tal, by its central action, accomplishes relaxation 
of the intestinal tract, but the continued use of a 
barbiturate may be objectionable. If used as a tem- 
porary measure, or in small doses, in conjunction 
with atropine, the elixir of phenobarbital may be 
employed for its added mild carminative effect’. 


In using atropine, the most convenient unit of 
dosage is 1/1000 grain. If a solution is employed, 
the prescription should be calculated so that tea- 
spoonful doses may be given, rather than drops. 
For convenience of administration and accuracy of 
dosage, tablet triturates containing 1/1000 grain of 
atropine sulphate are recommended'’*®. The re- 
quired number of tablets are easily mixed in a tea- 
spoonful of water and administered when needed. 


To secure results from atropine. the dosage must 
be increased up to tolerance, and a proper dosage 
maintained. The appearance of a blotchy or uni- 
form rash, with fever and dilatation of the pupils 
is evidence of an atropine reaction. It is not a 
contraindication to the use of the atropine; with- 
drawal of the drug until symptoms have subsided 
is all that is necessary. The atropine may then be 
given in smaller doses and gradually increased. 
Tolerance to the drug usually increases rapidly. 
A diffuse red, scarlatiniform rash with slight ele- 
vation of temperature should be followed only by 
reduction in dosage, and not by complete with- 
drawal. It is not necessary to give the atropine 15 
or 30 minutes before feedings, if adequate dosage 
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is used. It may be given immediately before each 
feeding. 

At first, one 1/1000 grain may be tried before 
each nursing. If there is a reaction, the drug should 
be withdrawn until symptoms subside, and then 
started, using half the previous dosage. The dose 
should be increased gradually, as indicated by 
symptoms, and by response to medication. In 
some cases, it is necessary to give as much as three 
1/1000 grains before each feeding; in others, one 
1/1000 grain before each nursing or even before 
every other nursing-may suffice. With proper atro- 
pine therapy, the entire clinical picture undergoes 
a spectacular change. The nervous, crying infant 
becomes placid, takes feedings well, sleeps, and is 
obviously relaxed. Medication must usually be con- 
tinued until the infant is 4 to 6 months of age. At 
this time, symptoms subside in the majority of 
cases. 

Calcium has been recommended, but is prefer- 
ably given by intramuscular or intravenous injec- 
tion’. Chloral by rectum” is said to be efficacious, 
but obviously would be employed only in extreme 
cases, and as a temporary expedient. Paregoric has 
been widely used, mostly by the laity without, or 
against advice of the physician. It should be used 
only temporarily, and then only when diarrhea is 
a prominent symptom. Other drugs with an atro- 
pine-like action are advocated for smooth muscle 
relaxation”, and may prove of value in relieving 
colic. Further experimental and clinical work will 
undoubtedly give us therapeutic agents attended 
with less reactions and side effects than atropine 
and phenobarbital, which are now most extensive- 
ly used. 

PROGNOSIS 

With proper management, at least a symtomatic 
cure may be effected, and immediate prognosis may 
be said to be good. Even without appropriate treat- 
ment, hypertonic infants may become symptom- 
free, but habits of fondling, patting and floor-walk- 
ing are so well established that it is difficult to 
tell when the infant’s crying is due to discomfort. 
These infants are usually poorly nourished, irregu- 
lar in habits and much more difficult to manage 
than those in whom symptoms were controlled 
early. 

Pyloric stenosis, being but a step further than 
simple pylorospasm, may occur. Whether spasm 
of the pylorus is primary and hypertrophy secon- 
dary, or vice versa, is still a question. Hence, it is 
not known whether or not frank pyloric stenosis 
may develop in untreated cases with pylorospasm, 
which is but one manifestation of hypertonicity. 

Hypertonic infants probably contribute to, or are 
a part of the large group who become behavior 
problems. In these children having a neuropathic 
constitution, hypersensitivity to foreign proteins 
and to strains of environment is often manifested. 
Eczema, bed-wetting, night terrors, stammering, 
spastic colitis, and other nervous manifestations 
are seen”. The intellect of the majority is average 
or above average. The temperament is usually 
high-strung and sensitive. They require more sleep 
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than usual, and never seem to be able to attain 
ideal weights on charts. Although there are no 
actual observations linking the hypertonic infant 
with the problem child described by Esther L. 
Richards, it would seem plausible that one might 
be the early stage of the other. Whether or not 
treatment in early infancy would affect the devel- 
opment of later symptoms could be determined 
only by careful observation and history-taking. It 
is mentioned that in these older infants and chil- 
dren there is frequently a history of pylorospasm, 
rumination, sensitive, edgy temperament and hy- 
perirritability While not conclusive, these things 
certainly are strongly suggestive that many be- 
havior problems started life as hypertonic infants. 
SUMMARY 

The hypertonic infant presents a clinical pic- 
ture of muscular overactivity, beginning usually in 
the second week of life. 

Autonomic imbalance is the immediate cause, 
but behind this, there is probably an hereditary, 
endocrine or allergic factor. 

The most. successful feedings have been cereal- 
thickened and evaporated milk formulas. Atropine 
in physiological doses and phenobarbital have giv- 
en the best results in drug therapy. 

The hypertonic infant may later become a “ner- 
vous child’, presenting behavior problems. 


1060 G Avenue. 
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DISCUSSION 
DR. CHARLES V. BARLEY, Tucson 

Dr. Hild’s paper covers the problem of the non- 
allergic hypertonic infant in a very complete and 
thorough fashion, and there is little 7 can add to 
the subject except a few personal observations. 

In reference to types of body build almost all of 
the cases I have seen have belonged to the broad 
or sthenic type. While I agree that body type is not 
necessarily of great aid in arriving at a diagnosis 
in the cases, there is some evidence that the 
broadly built infant is more inclined to show hyver- 
motility of the gastro-intestinal tract, often asso- 
ciated with a normal or increased gastric acidity. 
The linear type of infant is more inclined to low 
gastric acidity often associated with hypomotility 
of the digestive tract and sometimes hynvotonicity of 
skeletal muscles. 

Constipation has been rare in the cases that have 
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come under my observation. In almost all of these 
cases, frequent, loose stools have been the accomp- 
animent of the characteristic vomiting and colic. 
In the treatment of these cases, the most important 
therapeutic procedure is the thickened cereal feed- 
ing. I feel like applying the same enthusiasm to it 
that Dr. Hild holds for atronine. It has been defin- 
itely demonstrated that infants from a very early 
age tolerate cereal in a very satisfactory manner, 
and the former timidity about using a cereal food 
in a few weeks old baby is not now felt. Its action 
in reducing hypermotility and checking the pain, 
vomiting and diarrhea in this type of disturbance 
is thought to be due primarily to its consistency. 
The stomach is able to surround it in a more satis- 
factiry manner than it does a liauid food and the 
air bubble is much smaller. There is also thoucht 
to be a colloidal-gel action which reduces motility 
and helns to restore normal function. In any case, 
the result is spectacular in the majority of cases 
and in the true case of a non-allergic hypertonic 
within from two to four days. The infant is kept on 
thick cereal feedine until at least the latter half of 
the first year when an attempt may be necessary 
to continue the mild cereal indefinitely. Acid milk 
formulas usually aggravate the condition and es- 
pecially increase the vomiting. This is probably 
due to the fact that those babies frequently have 
increased gastric acidity. and the addition of acid 
to the milk increases the gastro-intestinal motility. 

Next to the thickened cereal feeding in import- 
ance is, I feel the judicious use of phenobartital. 
Given in doses of 10 to 30 drops of the elixir of 
phenobarbital 15 minutes or immediately before 
feeding is established. It is a drug which is relative- 
ly non-toxic and fairly well tolerated by the infant, 
Therapeutic, sedative. and carmirative effects can 
usually be secured well within toxic limits. 


With atropine. it is necessary to push the drug 
to or beyond the threshold of toxic effects in order 
to secure the desired therapeutic effect. The reac- 
tion to atropine varies greatly in different infants. 
and it is not a drus which is, on the whole well 
tolerated by infants. Alarming, although not nec- 
cessarily dangerous. symptoms such as atropine 
fever develop not infrequently, and often require 
discontinuance or frequent readjustment of the 
dosage. I have, on the whole, been disappointed 
with the use of atropine in these cases in the 
home and feel that an equally effective and 
safer result can be obtained with penobarbi- 
tal for a short period of time which is usually 
all that is necessary. Other drugs have been of lit- 
tle use with the exception of the temporary use of 
paregoric in extreme cases of diarrhea. Calcium 
is probably of no benefit unless there is an associat- 
ed infantile tetany with low blood calcium, which 
is rare in the southwest. 

If the hypertonic infant does not show definite 
improvement within a few days to a week after the 
above regime is instituted, one should suspect that 
the case belongs to the allergic type of gastro- 
enterospasm. A positive family history of allergy, 
especially in the mother, supports this, but is not 
necessarily present. The appearance of an eczema- 
toid dermatitis about the 10th week usually make 
the diagnosis clear. In these cases, the symptoms 
of pain, vomiting and diarrhea may be identi- 
cal with those of the non-allergic case, but 
relief will not be obtained until the offending food 
proteins have been discovered and removed from 
the diet. In the breast fed infant, this is often a 
difficult and complicated procedure and unless 
the mother’s breast milk is furnishing at least 
from % to % of the daily intake, it is not usually 
worth while to keep the baby on the breast. When 
the mother has sufficient milk, however, it justifies 
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a search for the offending food in the mother’s diet. 
She should avoid overeating of any specific food 
and especially any food to which she shows or has 
shown an idiosyncrasy. Scratch tests of the im- 
portant foods in the mother’s diet may be made, 
using infant’s back, but intradermal tests at this age 
usually add no new information and are often mis- 
leading due to the peculiarity of the young infant’s 
skin which reacts falsely to even slight trauma, 
If the mother’s diet based on positive test reactions 
does not control the symptoms, the baby should be 
weaned and placed either on an evaporated milk 
preparation or a milk-free diet. In case of cow’s 
milk sensitivity to the lactalbumin only, it is often 
possible to substitute goat’s milk, as the lactalbumin 
of different species are more or less biologically spe- 
cific. However, most cases of milk sensitivity are to 
the casein which is much the same in different spe- 
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cies. In case of mild sensitivity, the denaturization 
of protein which occurs in the preparation of evap- 
orated milk will often rermit its use. In cases of 
moderately severe milk allergy, milk must be ex- 
cluded and a substitute like Sobee, Almond Milk or 
Cemac used. As these symptoms usually appear 
before the introduction of orange juice, codliver oil 
and wheat cereals into the diet, these foods are ex- 
cluded a priori in the consideration of offending, 
and allergens, and in the artificially fed infant it 
is practically always a case of milk sensitivity. 

Needless to say, these allergic cases present a 
more complicated problem than that of the non- 
allergic hypertvaic infant and good results are 
harder to secure, but it is important to keep in 
mind the distinction between the two types as the 
character of treatment is quite different in the two 
conditions. 





Management of Hay Fever and Asthma 
in General Practice 


L. O. DUTTON, M. D. 
El Paso, Tezras 


O many individuals suffer from hay fever and 
asthma that it is obviously impossible that all 
of them can seek the advice of a specialist in the 
field of allergy. Likewise, many who have done so 
must depend upon their family physician to carry 
out the regime which the specialist has outlined. 
The general practitioner must, therefore, be pre- 
pared to recognize allergy when met with and 
must have some fundamental understanding of the 
methods of treating it. 


DIAGNOSIS 

To establish that allergy is a likely etiology in 
the complaint of a patient several points are help- 
ful. 

1 The symptom or symptoms must be explain- 
able by smooth muscle spasm or increased capil- 
lary permeability, which gives rise to edema or 
increased activity of mucous glands. 

2. The patient is likely to present other more 
definite allergies either in the past or in the pres- 
ent. 

3. There will probably be a strong family his- 
tory of allergy. 

4. Skin tests if done, are likely to be positive. 

5. There is usually a blood eosinophilia. 

6. The symptoms usually subside temporarily 
upon the administration of adrenalin or ephedrine. 


After the diagnosis has been made, the treat- 
ment depends mainly upon finding the offending 
allergens. Of first importance in this regard is a 
careful history. This should be searching and ex- 
haustive with a view to bringing to light all that 
the patient can recall about the onset of the con- 
dition, and a careful enumeration of all the fac- 
tors have been found to produce or intensify the 
symptoms. Many times very valuable clews will be 
found that point the way to successful treatment. 
All factors that can be removed from the diet or 
the environment should be carefully excluded. If 
this fails to produce good results the common 
things that are known to cause reactions in a high 


percentage of such cases should be excluded for a 
trial period. The exclusion of the common dust 
allergens, or uncommon ones provided the patient 
contacts them in unusual quantities, should be 
tried. Trial diets should be instituted and any one 
of several dietary schedules that eliminate the 
more common food allergens should be advised. 
Of value in identifying the food allergens is the 
leucopenic index. This can be carried out by any- 
one capable of doing careful white blood counts. 
The theory is that the food that reacts upon the 
patient will cause a fall of the total white cells 
of more than one thousand, while if the food is 
tolerated normally there will either be no fall or 
an increase of the cells. Skin tests can be made if 
necessary. In this respect, however, I would advise 
that they be done by one who has had considerable 
experience. The technic of the tests is not difficult 
but there are many pitfalls in their interpretation. 

If these measures are not fruitful and inhalent 
allergens can be definitely identified which cannot 
be eliminated from the environment, desensitiza- 
tion must be carried out. Here the help of the spe- 
cialist is valuable in the choice of the proper agent 
to use and in outlining the manner in which it is 
to be used. 


HAY FEVER TREATMENT 
There is no doubt that, in the present state of 
our knowledge, desensitization is the most satisfac- 
tory manner to treat hay fever. Success with this 
therapeutic instrument depends upon several fac- 
tors. A correct and complete diagnosis of the pol- 
lens must be made in the light of the botany of 
the patients’ locality. This can occasionally be 
made without the aid of skin tests, but is not ad- 
visable. Skin testing with pollen extracts is gen- 
erally accurate, and the technic and interpretation 
is not difficult. However, there are few places that 
are too distant from a competent allergist to secure 
help on this point. 
Once the treatment material is at hand the task 
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is just begun, and the paramount principle to re- 
member is that there are no rules in regard to 
dosage that will fit all cases. The selection of dos- 
age, interval and season of treatment is strictly in- 
dividual. The one rule that must not be violated 
is that no dosage is to be continued that gives the 
patient a severe local or systemic reaction, or which 
produces an increase in symptoms. A small local 
swelling and redness which disappears in less than 
24 hours is permissible, but not necessary, for good 
results. We have found that the majority of pa- 
tients in this part of the continent can tolerate a 
beginning dose of 1/100 cc. of a 1-20,000 dilution 
of a 5% pollent extract. Most will be relieved by 
doses of about .05 cc. of a 1-500 or 1-200 dilution. 
However, it is not infrequent that the beginning 
dose must be reduced to dilutions as great as 
1-200,000 or 1-2,000,000. Some cases will require 
a maximum of .1 to .3 cc. of the full strength 5% 
extract to maintain relief. As a rule the dose can 
be tolerated at much higher levels before the sea- 
son begins than after the pollens are in the air. 
The co-seasonal dose should be one-half to one- 
fourth of the pre-seasonal level. If the treatment 
is begun co-seasonally, no effort should be made 
to raise the dose to high levels. 

The interval between doses should not be less 
than 48 hours. This should be gradually increased 
until the injections come once weekly. Even in this 
regard great latitude is permissable. Some pa- 
tients will require a small dose quite frequently 
while others will maintain satisfactory clinical bal- 
ance with a small dose given at frequent intervals 
and only when symptoms are present. 

Let me reiterate that the success of the treat- 
ment in no small degree depends upon finding the 
proper dosage of extract for the individual pa- 
tient. Sometimes this is difficult to do and in a 
few instances it has taken two or three seasons 
treatment to find just the right amount of treat- 
ment to secure the maximum results. 

It must also be remembered that the control of 
hay fever symptoms does not always depend only 
upon pollen desensitization. There may be impor- 
tant secondary factors which operate to nullify the 
efforts at treatment. If such are suspected, they 
must be searched for and controlled. Many times 
the patient is sensitive to allergens that he is able 
to tolerate at all times that pollens are not in the 
air. However, when the allergic load is increased 
by the inhalation of large quantities of pollen, these 
minor sensitizations are sufficiently great to pre- 
vent successful desensitization. ‘These secondary 
factors are sometimes hard to locate. The most 
helpful rule of thumb efforts in this direction are 
to remove all of the dust producing articles pos- 
sible from the environment of the patient and to 
remove from the diet all fruits, melons and choco- 
late. 

It is helpful to utilize all of the palliative meas- 
ures possible until the injection treatment becomes 
effective. We have found that ephedrine in a 
Saline or glucose solution used as a spray or as na- 
sal drops is more effective than when carried in 
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an oily solution. Ephedrine orally in doses of % 
to % grains helps greatly, especially when the 
symptoms interfere with rest at night. For the eye 
symptoms the following prescription is helpful: 


Rx 
Adrenalin 1-1000 4.0 
Acetic Acid Dilute 0.2 
Resorcin Sol. 1% qs. ad. 30.0 
M. 


Sig. eye drops 

Now that small fairly effective air conditioning 
units are available at fairly low prices, it is expedi- 
ent to attempt some measure of pollen removal 
from the bed room. This serves to reduce the total 
allergic load and makes treatment more effective. 
If possible it is desirable for the patient to avoid 
locations where there is likely to be great pollen 
concentration. 


ASTHMA TREATMENT 

In the handling of the chronic asthmatic many 
of the suggestions made above are helpful. Careful 
investigation of the history and careful trial diets, 
food diaries, trial exppsure and observation will 
uncover many of the offending factors. As each 
factor is found, it should be controlled as effective- 
ly as possible. Each factor that is found reduces 
the allergic load and the remaining factors become 
more apparent and are in turn more easily found 
and controlled. Ths is, of course, slow and tedious 
but even when careful and complete skin testing 
has been done, the necessity for such procedure 
still exists. 

When factors such as pollens and dusts that can- 
not be removed from the environment are found, 
no time should be lost in beginning desensitization. 
In many cases it is highly effective. Here again 
the question of dosage is important and as a rule 
much smaller doses are effective than in hay fever. 
However, sometimes massive doses over a long 
period of time are required. 

We have found that vaccine treatment is helpful 
in many cases. Autogenous preparations from the 
sputum, nose and stool are utilized as well as stock 
vaccines when the autogenous are not available. 

Do not be afraid to use adrenalin and ephedrine 
as much as necessary to control the symptoms. 
Especially in regard to adrenalin do we feel that 
there is no danger in giving too much. It seems ap- 
parent that any small danger there might be in the 
use of adrenalin cannot possibly be so great as 
that resulting from the asthmatic attack itself. 
The patient should be taught to administer the in- 
jection himself, as much less of the drug is re- 
quired if it is given when the slightest evidence of 
an approaching attack is evident. Many patients 
will get considerable relief by inhalation of the 
1-100 adrenalin and it is, of course, much more 
convenient. 

The iodides are frequently effective as adjuvant 
assistance. 

Above all, search for other pathological changes 
in the patient must be sought for and treated. Any 
attack upon the asthmatic patient without taking 
the general health problem into consideration is 
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short of the desirable. The importance of this can- 
not be too strongly emphasized and unfortunately 
is all teo frequently forgotten. 

STATUS ASTHMATICUS 

To relieve the distressing attacks of Status Asth- 
maticus the following routine is almost always suc- 
cessful: 

1. Remove the patient to the hospital or at 
least to some place that is as free of the usual 
household dusts as possible. 

2. Order nothing by mouth but water for 24 to 
48 hours. 

3. Withold adrenalin. provided ‘t has been 
found to be without effect. 

4. Administer 500 CC of 10% glucose in salt 
solution intravenously, once or twice in twenty- 
four hours. 

5. Administer sodium iodide in doses of 31 
grains intravenously. 

6. Adm‘nister sedation or anesthesia by rectum. 

(a) Sodium bromide and chloral hydrate, 25 
grains of each in 4 to 6 ounces of water. 

(b) Ether and olive oil in equal parts, 5 to 7 
ounces for adults, % to 2 ounces for children. Al- 
low 15-20 minutes for administration. 

(c) Avertin. 

7. If these measures fail, administer adrenalin 
intravenously (diluted to 1-10,000 and given very 
slowly), usually .1 cc. to .5 cc. is sufficient. 
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8. Morphine by hypo, not more than % grain. 
9. Inhalation anesthesia. 
10. Attention to other medical needs. 


COMMENT 

In conclusion let me state that success in the 
treatment of these conditions depends upon two 
general precepts: 

1. Everlasting patience and effort. 

2. Proper co-coperation of the patient. This can 
only be secured if the patient knows what the prob- 
lem is and the neeessity for the tedious procedures 
that he is being subjected to. 

We find it pays to spend considerable time edu- 
cating the patient. It is valuable to have some 
short volume that may be loaned or to advise the 
purchase of such a book. Once the patient realizes 
just what the problem is, he is much more willing 
to cooperate in these efforts and to be much more 
tolerant of our failures to relieve his symptoms. 


SUMMARY 
Some suggestions are made for the more effi- 
cient treatment of hay fever and asthma. 


Roberts-Banner Bldg. 





Adequate Treatment of Syphilis II* 


EVERETT C. FOX M. D. 
Dallas, Texas 


LATENT SYPHILIS 

ATENT syphilis is that period in which it is im- 

possible to make a diagnosis except by a defi- 
nite history and positive blood serologic tests (re- 
peated) and in many cases there is no suggestive his- 
tory. These cases show no phys’‘cal evidence of their 
disease and symptoms are indefinite. Patients who 
on examination are shown to have involvement of 
cardiovascular, cerebrospinal or other systems are 
then correctly diagnosed cardiovascular (aortitis, 
aneurysm), cerebrosp‘nal (paresis, tabes) syphilis, 
etc. 

Treatment of these latent infections is usually 
best begun with bismuth and then followed with 
one of the arsphenamines. One course of bismuth 
followed by neosarsphenamine (12 each) and this 
continued for the necessary treatment, which will 
usually be thirty-six to fifty of each. In older 
individuals and infections of more than four years 
duration, good results are obtained by as few as 
twenty-four arsphenamines and fifty or more bis- 
muth. In the second year short rest periods on 
iodides may be utilized and later longer rest periods 
permitted. 

SERORESISTANT SYPHILIS 

Seroresistant (so-called Wassermann-fast) syphi- 
lis is a different problem in early and late syphilis. 
In early syphilis it is a danger signal and is to be 
feared. In early syphilis Moore found that with 
continuous treatment for six months seroresistance 
From Baylor Medical College, Dept. of Dermatology, and Dallas 


Veneral Disease Control Clinic. 
Part I was published in June SOUTHWESTERN MEDICINE.—Ed. 





developed in 11 per cent of cases, in 37 per cent 
when treated intermittently and in 68 per cent 
with irregular treatment. Involvement of the cere- 
brospinal system accounts for a high number of 
seroresistant cases, 33 per cent average (normal, 
and 1a 17 per cent, 1b 25 per cent, and groups with 
type two or three [paretic] fluids 50 per cent. Sero- 
resistance in early syphilis usually means progres- 
sion of the disease and is usually associated with 
inadequate treatment or involvement of the cere- 
brospinal system. 

Therefore, when patients are not seronegative in 
six months on adequate treatment, examine the pa- 
tient. for progression or activity of the disease espe- 
cally spinal fluid examination. In most cases a pro- 
longaton of the routine treatment will usually give 
satisfactory results but when there is cerebrospinal 
involvement, it may be necessary to change drugs 
(tryparsamide, acetarsone, aldarsone, etc.) or con- 
sider fever therapy. 

In late syphilis seroresistance is to be expected 
in a certain percentage of cases, i.e.: early con- 
gen tal 12 per cent, late congenital 65 per cent, late 
osseous 62 per cent, late visceral 58 per cent, latent 
35 per cent, tabes dorsalis 18 per cent, and demen- 
tia paralytica 70 per cent, even when well treated. 
However, in late syphilis seroresistance means lit- 
tle in regard to progression or relapse. In lat« 
latent syphilis 4.6 per cent of the seroresistant 
and 57 per cent seronegative developed evidence of 
progression or relapse. This may indicate that 
seroresistance in late syphilis may be helpful and 
indicate a greater immunity; however this group 
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should have prolonged adequate treatment. Do 
not treat for years and continue treatment if sero- 
resistance is the only evidence of the disease but 
that there is no evidence of progression. Remem- 
ber, in late syphilis the seroresistant patient does 
as well when adequately treated as the seronegative 
and at times better. 


THE MANAGEMENT OF SERORESISTANT 
SYPHILIS 


(From Moore and Padget)® 
IN PATIENTS WITH EARLY SYPHILLIS 
1. Examine the cerebrospinal] fluid. 

A. If reaction is positive: Alter system of treatment to 
to that for early asyptomatic neurosphilis. 

B. If reaction is negative:.: 

1. Eliminate rest periods—treatment must be con- 
tinuous. 
2. Employ full dosage of a potent arsphenamine. 
3. Prolong treatment for a full year of weekly in- 
jections aftor serologic reversal is obtained. 
IN THE PATIENT WITH LATE SYPHILIS 
I. Examine the cerebrospinal fluid. 
II. Conduct a searching clinica] study for lesions of syphilis, 
with particular reference to: 

A. The cardiovascular system (including roentgenologic 
examination). 

B. The central nervous system. 

Cc. The bones. 

III. If abnormalities in any of these systems are discovered, 
plan treatment accordingly. 

IV. If no abbnormalities are discovered. 

Part I was published in June Southwestern Medicine.—Ed. 

A. Prolong treatment to a minimum of two years, con- 
tinuously and with full doses. 

B. Follow the patient for the rest of his life, with, peri- 
odical, complete and searching resurveys of his clin- 
ical status. 

C. Frankly discuss and fully explain the situation to the 
Patient and give him as much reassurance as possible. 


CARDIOVASCULAR SYPHILIS 

It is now quite evident that cardiovascular syphi- 
lis is fairly common and one of the severest com- 
plications of syphilis. The best treatment is pro- 
phylactic, by adequate treatment of early syphilis. 
In the clinical cooperative studies of a series of cas- 
es that had received adequate treatment in early 
syphilis none developed aortic regurgitation or an- 
eurysm. These same studies showed that 62 per 
cent of patients with uncomplicated syphilitic aor- 
titis, 76 per cent of those with aortic regurgitation 
and 84 per cent of aortitis with aneurysm had re- 
ceived no antiluetic treatment previously. 

Vigorous treatment must be avoided in these 
cases and reactions prevented. Many cases will 
never tolerate an arsphenamine. Bed rest, digi- 
talis and diuretics are necessary for the decom- 
pensating case along with small doses of bismuth 
or mercury and iodides. When compensated, the 
dose is gradually increased and at this time the 
insoluble bismuths are best, using long courses with 
iodides. After careful preparation, small doses of 
neoarsphenamine 0.05-0.1 Gm. may be given in 
early cases and gradually increased to normally 
small doses if well tolerated. Alternating courses 
may be continued for at least two years. Patients 
must be kept under observation, treated symptom- 
atically and it is best to continue some treatment 
throughout life. 


SYPHILIS OF THE CENTRAL NERVOUS 
SYSTEM 

The treatment of syphilis of the central nervous 

system cannot be summarized briefly. It is here 

that individualization combined with continuous 

intensive treatment is absolutely essential. In early 
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involvement continuation of routine treatment as 
outlined for early syphilis is advisable (Basalar 
meningitis, Groups la and 1b)". This is especially 
true when previous therapy has been inadequate. 
Cases treated by this plan for a year and not im- 
proved require a change of therapy and usually re- 
quire nonspecific therapy, tryparsamide or other 
special measures. These measures should be util- 
ized early in the case with previous adequate ther- 
apy and especially when the spinal fluid shows the 
paretic formula ‘Group III). 

Frequent serologic examinations are necessary, 
blood Wassermann after each course of treatment 
and spina] fluid every six months. 

After the use of malaria or other methods of fe- 
ver therapy, continued specific therapy is advis- 
able with either neoarsphenamine and bismuth or 
substitute tryparsamide for the neoarsphenamine. 
On the whole, fairly satisfactory results can be ob- 
tained by good management in 40 to 50 per cent 
of early cases. 

SYPHILIS AND PREGNANCY 

Prenatal syphilis is a preventable disease and 
will be reduced as serologic tests are more frequent- 
ly performed in premarital and obstetrical exam- 
inations. 

If treatment is started before the fifth month of 
pregnancy and continued until term with the ad- 
ministration of fifteen neoarsphenamine and fif- 
teen bismuth, healthy, normal children are obtain- 
ed in 85 per cent of cases.’ 

When syphilis is discovered in late pregnancy, 
treatment should be instituted immediately since 
even a few doses of an arsphenamine may be of 
great value. This frequently produces a living, ap- 
parently healthy child which has a better physical 
start and with continued treatment after birth de- 
creases the high mortality rate of children born of 
syphilitic parents. Even one or two doses of an 
arsphenamine in the last weeks of pregnancy may 
be of great value. 

Syphilis in pregnancy should be treated as in- 
tensively as possible. Use the table given for early 
syphilis if the physical status of the patient per- 
mits. and no complications arise. 

The congenital syphilitic child should be con- 
tinued on treatment immediately after delivery by 
mercury inunction with the abdominal binder or 
mercury with chalk in the feedings. In recent 
years excellent results have been obtained by the 
oral administration of stovarsal. This drug may be 
continued for the first year of treatment in an in- 
fant or an older child and then followed by intra- 
muscular injections of bismuth, mercury or bis- 
marsen in the young child, or neoarsphenamine 
and bismuth in alternating courses in the older 
child. Treatment should be continued for two full 
years or until the blood and spinal fluid have been 
negative for one year. Older children who are first 
seen with an interstitial keratitis require energetic 
treatment starting with neoarsphenamine and fol- 
lowed with bismuth and continued in alternating 
or overlapping courses. Bisimarsen may be used 
effectively, especially in the younger child. Inter- 
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stitial keratitis will at times require nonspecific 
measures such as boiled milk, typhoid vaccine and 
even malaria to produce satisfactory results. 

The treatment of syphilis of the central nerVous 
system in the child requires continuous intensive 
therapy as outlined for the adult with adjustment 
of dosage; however, tryparsamide must be used 
very cautiously in children. 

COMMENT 

I must emphasize a few important points neces- 
sary for the control of syphilis. The most impor- 
tant is a campaign of public education regarding 
the prevalence of syphilis, the source of the dis- 
ease, the necessity of an early diagnosis and the 
paramount importance of prolonged treatment, 
proper explanation of the effects of the disease, its 
dangers when untreated, with statistics as to the 
percentage of deaths, number of patients confined 
to state institutions because of syphilis, and the 
number of cases of blindness, deafness, heart dis- 
eases and stillbirths which result from this disease. 
This information should be furnished the public in 
the same manner as in tuberculosis, smallpox, 
scarlet fever and diphtheria The importance of a 
physical examination for syphilis, including sero- 
logic examination with all periodic health exam- 
inations, but especially in premarital and obstetri- 
cal examinations should be stressed. 

We know that we can prevent the spread of 
syphilis by preventing exposure to infection, by 
preventing infection even after exposure and by 
rendering infectious cases noninfectious. There is 
no requirement for new public health measures, 
but only the intelligent use of the agents we have 
possessed for years. if these measures were util- 
ized, there would be as rapid decrease in the preva- 
lence of syphilis as has occurred in other com- 
municable diseases. 

SUMMARY 

1. Every genital ulcer should be cons‘dered as 
syphilitic unless definitely proven otherwise by re- 
peated dark-field examinations. A chancre in the 
female may be hidden within the vagina and search 
should be made in all cases. It should be remem- 
bered that extra-genital chancres are not uncom- 
mon and may be located anywhere on the body. 

2. Definite proof of syphilitic infection should be 
present before subjecting the patient to treatment, 
either demonstrating the Spirochaeta pallida by 
dark-field microscopic examination or by a posi- 
tive standard serolozic test for syphilis. 


SOUTHWESTERN MEDICINE 


July, 1988 


3. A complete physical examination of every 
patient should be made before instituting treat- 
ment. 

4. Drugs of proven therapeutic value (not what 
the detail man leaves on the desk) should be used. 

5. The effective treatment of early syphilis re- 
quires the prolonged simultaneous administration 
of an arsphenamine and a heavy metal (bismuth) 
given without rest intervals. 

6. The adequate treatment of early syphilis pre- 
vents the more serious forms of late syphilis, con- 
trols new infections and offers the best hope for 
complete extermination of the disease. 

7. Late syphilis requires individualization of 
therapy to a wide degree depending upon age of 
patient, age of infection and type of involvement 
(visceral, cardiovascular, cerebrospinal, _ etc.). 
Treatment must be prolonged but need not be as 
continuous or as intensive as in early syphilis. 

8. Examination of the spinal fluid is essential 
in every case of syphilis and is often the only 
means of detecting incipient neurosyphilis. 


1927 Medical Arts Bldg. 
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Svpnhilis and Preenancy 


ANGUS J. De PINTO, M. D. 
Phoenix, Arizona 


T)HYSICIANS are prone to assume a lethargic at- 
1 titude toward the problem of the syphilitic 
mother since it is so relatively infrequently encoun- 
tered in private practice. It is this very infrequency 
of the disease that leads to disastrous laxity. We are 
prone to dismiss the problem with the thought 
that if and when syphilis is discovered in a preg- 


nant woman she is to be treated. However, all sorts 
of questions remain to be answered, such as: What 
prognosis to give in regards to the health of the 
offspring? What should we tell the pat‘ent who 
had had syphilis when she desires to become preg- 
nant? What chance of having a normal child has 
the mother in whom syphilis is discovered in the 
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last three months? Shlal we treat pregnant women 
during their pregnancy if they have been suppos- 
edly cured of syphilis before becoming pregnant? 
These and other questions can be answered intelli- 
gently only after observing the results obtained in 
large clinics where hundreds of syphilitic mothers 
have been cared for. 

McCord’ of Atlanta, Georgia, in reporting on a 
series of 2,150 women with positive Wassermann 
tests gives an extensive review of the subject. A 
study of the pregnancies of these women previous 
to admittance to his clinic showed 1,369 disastrous 
pregnancies from 826 women (i.e.: spontaneous 
abortions, miscarriages or premature labors with 
dead babies). After admission to the clinic results 
were markedly better. Only 5% of the pregnancies 
in the 2,150 women ended disastrously when 10 or 
more antiluetic treatments had been given. This 
5% figure presents a striking contrast to the 49% 
figure in the untreated cases. A study of the pre- 
mature deliveries showed that 57% came from un- 
treated women and only 3% from the treated 
women. He also found that not a single abortion 
occurred in the group having good treatment; only 
1 occurred in a woman who had had 6 treatments; 
while 87% of the abortions came from a group of 
women who had had no treatment. Again in study- 
ing 782 premature deliveries he found 67% of 
these occurred in untreated women, 19% in those 
having less than 6 antiluetic treatment and only 
4.7% in those who had been well treated. 

Thus the devastating toll of syphilis in un- 
treated pregnant women is made apparent. We 
see that if a good result as far as the carrying of 
the pregnancy is to be obtained treatment must 
be started early, the optimum being before the 
third or fourth month. 

Statistics from many clinics show that progno- 
sis as to the health of the offspring depends en- 
tirely upon adequate and early treatment of the 
mother. In well treated cases 95 to 97% of the off- 
spring will be free of syphilis. Several papers have 
been written to show that transmission of the dis- 
ease to the foetus is more likely to occur after the 
fourth month of gestation as after that there is a 
much closer connection between the foetal and 
maternal circulation. At that time Langhan’s layer 
of cells disappears, leaving a much thinner wall 
between maternal and foetal blood and hence less 
protection to the foetus. If treatment is started 
before this protective layer of cells has disappear- 
ed spirochetes presumabiy have not been able to 
enter the foetal circulation. In support of this 
statement McCord says that spirochetes have nev- 
er been demonstrated in the foetus earlier than 
the fourth month. Clinical results dt any rate do 
uphold this theory. Richter? in a series of 746 
cases found no syphilitic children from mothers 
who had started treatment in the 2nd 3rd and 4th 
month, while those starting in the 5th or 6th 
month produced 35 to 40% syphilitic children. 

SYPHILIS IN THE CHILD 

Whether or not the mother has been adequate- 

ly treated the child should receive intensive ob- 
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servation and testing to determine the presence or 
absence of the disease. Here we meet extreme dif- 
ficulty, for only in a very small percentage of 
known syphilitic new-born babies is the blood test 
positive. Also, strange as it may seem, a positive 
test frequently turns negative within a few weeks 
and the child shows no further evidence of the dis- 
ease. This is explained, by assuming a transfer of 
mother’s blood to the baby through the placenta 
during the trauma of delivery. Presumably some 
of the complement binding substance is transferred 
without transferrance of the spirochete or of the 
disease. 

X-ray of the long bones has been found more 
reliable than serology. Parmelee* reported his re- 
sults in testing 104 babies from mothers known to 
have syphilis. In the first 6 weeks of life 44% 
showed postive x-ray evidence and only 22% gave 
positive serological evidence. In the second and 
third six weeks 61% were positive by x-ray and 
only 8% positive by serology. During the first year 
95% of the infants gave positive x-ray evidence 
and only 29% gave positive serological evidence. 

Diligent gross and microscopic examination of 
In 667 consecu- 
tive deliveries, Dorman and Sahjun‘ selected 145 
placentas for examination and demonstrated spi- 
rochetes in 105 of these. They selected those pla- 
centas from abortions, premature labors, pyema- 
ture separations, as well as those with suspicious 
histories or positive serology. They were able to 
demonstrate spirochetes in many cases where the 
mother showed a negative blood test and state that 
“as a result of attenuation or some other factor 
the Wassermann reaction is commonly negative in 
the syphlitic woman who is pregnant.” They also 
conclude that the search for spirochetes in pla- 
centas is so often positive that it should be done 
routinely in suspicious cases. 

Examination of the cord blood is also indicated 
in suspicious cases. A positive test generally means 
presence of disease in the baby but occasionally 
does not. A negative test is not conclusive, how- 
ever, as it may not turn positive until the child is 
grown up. As previously mentioned x-ray of the 
long bones gives the best evidence. 

Ingraham’ was able to demonstrate spirochetes 
in 19 out of 87 babies delivered by syphilitic moth- 
ers by examining scrapings from the umbilical vein. 
Thirty-five of these later proved to be syphilitic 
so that his method found only 54% of the positive 
cases. 

TREATMENT OF MOTHER 

Treatment of the mother with syphilis should be 
active and continuous for in general she can take 
treatment with as little ill effect as the non-preg- 
nant woman. Neo-arsphenamine or some other 
arsenical should be given weekly together with bis- 
muth or mercury at the same time. There should 
be no intervals or “rest periods” for one “rest 
period” may defeat the whole purpose of the treat- 
ment, that is, the prevention of syphilis in the 
“child”. Women who have had syphilis and have 
been discharged as cured should resume treatment 
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during a pregnancy. Some recommend antiluetic 
treatment even if only the husband has had the 
disease. 

In conclusion we may state that syphilis is diffi- 
cult to detect in its latent stage especially as it ex- 
ists in the pregnant woman. The successful termi- 
nation of a pregnancy cannot be expected in a 
syphilitic women unless constant, active, and early 
treatment is given at least from the fourth month 
to term. Even though in private practice the in- 
cidence of syphilis is only from .5 to 1% we must 
not let this low incidence make us lax in searching 
for the disease by history, examination and routine 
Kahn and Wassermann tests. Every child born of 
a syphilitic mother should be thoroughly tested for 
the disease by all methods, especially if the mother 
has had no treatment or if she has been treated 
only from the fifth month of gestation. This thor- 
ough testing includes x-ray of the long bones and 
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serological tests at intervals during the first year, 
as well as examination of the placenta and the cord 
blood at delivery. 

Finally, the most important of all, I would stress 
the absolute undeviating routine of Kahn and Was- 
sermann tests in every pregnant woman at her first 
visit to the doctor. Any obstetrician or general man 
doing obstetrics should be held criminally liable for 
the birth of a syphilitic child if he has been lax 
enough to neglect the taking of a Kahn or Wasser- 
mann test when first consulted by the pregnant 


woman. 
Professional Bldg. 
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HYDATIDIFORM MOLE 


CASE REPORT 


CLARENCE B. WARRENBURG, M. D. 
Phoenix, Arizona 


YDATIDIFORM mole, variously known as ves- 
icular mole, or grape-mole is essentially a 
myxomatous degenerat'on with necrosis of chori- 
onic villi. It follows, then, that this condition can- 
not occur except in the presence of some type of 
pregnancy. In other words, chorionic villi must be 
present. The growth can hardly be mistaken as it 
resembles so vividly a bunch of clear grapes vary- 
ing in size from tiny seeds to large grapes, wh:ch 
hang in clusters from fine stems and contain a thin 
gelatinous fluid. 

Usually no remnant of the foetus or of the am- 
nion can be found. In other instances, however, 
such as those reported by Meyer in 1918, embryos 
and foetuses were seen in various stages of devel- 
opment He calls attention to the need for more 
careful examination of apparent abortion as well 
as of tubal pregnancies, in order to determine more 
accurately the approximate incidence of hydatidi- 
form degeneration. Exceptionally, a pregnancy 
may go to full term with suff:cient unaffected pla- 
cental tissue to supply the fetal needs, while other 
portions of this organ show hydatidiform degen- 
eration. 

The cause of hydatidiform moles is unknown. It 
is probable that the original source of the degen- 
eration is to be found in the ovum itself, as indi- 
cated by the fact that twin pregnancies have been 
reported with one foetus normal, the chorionic villi 
of the other having undergone hydatidiform de- 
generation. Also the occurrence of normal preg- 
nancies shortly before and after that ending in a 
mole, is additional evidence of its ovular orig.n. 

Hydatidiform mole usually occurs in women over 
35 years of age, and in multiparas more often than 


(Read before Staff of Good Samaritan Hospital, January 24, 
1938.) 


in primiparas. One of the earliest signs of such a 
mole is a fairly persistent brownish or prune-juice 
colored discharge. At times, this develops into 
actual bleeding which frequently subsides or con- 
tinues as a brownish excretion. This occurs in the 
early weeks or months of gestation. These patients, 
almost invariably, show excessive degrees of nausea 
and vomiting, and other tlpes of toxemia are not 
uncommon, although this is still in the early weeks 
of what is usually assumed to be normal pregnancy. 

It is of diagnostic importance that the uterus 
usually enlarges out of proportion to the period of 
gestation, although a few cases have been reported 
in which the uterus was smaller than was to be ex- 
pected. 

Palpation and auscultation of the uterus are of 
slight value because the doughy consistency of the 
organ is not characteristic; while the absence of 
fetal heart tones may indicate nothing because the 
conception date is usually too recent to hear these, 
even if the pregnancy is normal. 

The utilization of the Friedman modificaton of 
the Aschheim-Zontek test for pregnancy in the 
diagnosis of hydatidiform mole as well as chorio- 
epithelioma is an important recent development. 

Roessler in 1929 was the first to note a positive 
Aschheim-Zondek reaction in the urine of a pa- 
tient with chorioepithelioma. Since then, it has 
been shown by many workers that the amount of 
the anterior pituitary hormone excreted in cases 
of hydatidiform mole and chorioep:.thelioma is 
usually much greater than that excreted during 
normal pregnancy. Consequently either the Asch- 
heim-Zondek test or the Friedman modification 
may be utilized as a diagnostic measure in hoth of 
these conditions on the basis of a quantitative re- 
action. 
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In either of these conditions, certain possibilities 
make for errors in the interpretation of findings, 
and must not be overlooked. For example, it must 
be remembered that the concentration of prolan 
in the urine increases as pregnancy advances, so at 
three months, for example, it is several times that 
of the first few weeks of pregnancy. Moreover, twin 
pregnancies show considerably greater concentra- 
tion than single pregnancies. 

Mathieu and Palmer in 1935 note also that there 
is a difference in response to ovary stimulating 
substances in rabbits of different ages. They use 
animals at about 14 weeks, putting the upper and 
lower age limits at 12 to 18 weeks. 

Some difference of opinion exists as to the ap- 
propriate treatment of hydatidiform mole, that is, 
as to whether it may be evacuated from below, or 
should be removed by abdominal or vaginal hys- 
terotomy. All authorities agree, however, that the 
uterus should be emptied immediately upon the es- 
tablishment. of the diagnosis. Hemorrhages, exten- 
sive penetration of the uterine wall with thinning 
and risk of its rupture, as well as the possibility 
that a malignant chorioepithelioma may develop 
from a mole, warrant such a view. 

Regarding treatment, Titus takes the conserva- 
tive point of view and is of the opinion that cases 
with the established diagnosis of hydatidiform mole 
should usually be handled in the following manner: 


1. Careful preoperative evaluation of the pa- 
tient’s condition, and the active combating of pre- 
vious hemorrhage, dehydration, or shock. 

2. Manual evacuation of the mole by the vag- 
inal route if cervical dilitation permits. 

3. If the cervix is long, closed, and firm, which 
is unusual, either vaginal or abdominal hyster- 
otomy, but without hysterectomy except under 
most extreme circumstances and absolute evidence 
either of the coincidental occurrence of chorioepi- 
thelioma or at least deep uterine wall extension or 
perforation by the tumor growth. 

4. Packing of the uterus with gauze after its 
evacuation by any route. 

5. Routine quantitative Aschheim-Zontek tests 
every two weeks until negative, and thereafter every 
four weeks for the ensuing six months. The test 
must be repeated immediately if any irregular 
bleeding occurs within several years after the re- 
moval of the mole. 

CASE REPORT 

The patient, Mrs. P. W., a white female, age 22, 
Para IV., entered Good Samaritan Hospital Decem- 
ber 28, 1937. Her chief complaints were bloody 
vaginal discharge of twenty-four days’ duration 
and severe nausea and vomiting. 

She menstruated last August 4th, 1937. During 
the latter part of November, she began having 
marked edema of the lower extremities that ex- 
tended up to the groin. This edema was so severe 
= patient says the ankle was as large as the 
thigh. 

On December 4, 1937, a bloody vaginal discharge 
appeared, associated with some lower abdominal 
cramping. At this time the patient was given com- 
plete bed rest, up until the time she entered the 
hospital. The bloody vaginal flow has persisted 
and has, at times, become profuse. No tissue of 
any sort has been noted in the discharge. The 
edema has largely disappeared, but the severe nau- 
sea and vomiting has persisted along with frequent 
headaches and abdominal cramping. No visual dis- 
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turbances. Patient says she has felt the baby move 
for the past 7 to 10 days before admission. 

Past. History: Her menstrual life is essentially 
normal. She has been married 6 years, and has 
been pregnant five times, including the present 
pregnancy. list pregnancy ended in a miscarriage 
at 1 month—cause unknown. 2nd pregnancy car- 
ried to term—a boy living and well, age 4. 3rd 
pregnancy ended in a miscarriage at 3 months— 
cause unknown. 4th pregnancy carried to term—a 
girl, living and well, age 15 months. 


Abdomen: No surgical scars. A lower abdom- 
inal mass rises symmetrically to 4 to 6 cm. above 
the umbilicus. This uterine mass is soft and shows 
no evidence of irritability or regular contraction. 
Fetal parts cannot be made out, and the fetal heart 
tones cannot be heard. A uterine souffle can be 
heard over most of the lower abdomen, and in the 
L. R.Q. the souffle is extremely loud. By placing 
the finger over this area, a thrill can be felt. 


Extremities: Show no deformities, no pitting 
edema, no varicosities. A bloody, brownish vaginal 
discharge is present, no abnormalities of the ex- 
ternal genitalia are noted. A vaginal examination 
was not done. Blood pressure 140/78. Temperature 
99.4. Pulse 108. Respiration 22. 


Treatment: The patient was given 1000 c.c. 5% 
dextrone solution intravenously and a high carbo- 
hydrate diet with limited fluid were ordered. 

The next morning, December 29, 1937, the tem- 
perature was 102. Vomiting persisted, as well as 
the dark, bloody vaginal flow. Fetal Heart Tones 
still could not be heard. Hemoglobin was reported 
to be 40% with 2,200,000 R.B.C., 14,000 W.B.C. 
with 93% polys. The patient was typed for a trans- 
fusion and another 1000 c.c. of 5% dextrose in 
normal saline was given intravenously. 


It was thought at this time that the best proce- 
dure would be to support the patient for a few 
days with intravenous fluid, sugar, and transfu- 
sions and then do a vaginal hysterotomy. 

However, that afternoon regular uterine con- 
tractions began, accompanied by much hemorrhage 
and the passing of large blood clots. 

The patient was taken to surgery and prepared 
for a vaginal examination, which revealed a com- 
pletely effaced cervix with about 4 cm. dilitation. 
No fetal parts could be felt, but a soft spongy mass, 
which was thought to be placenta, was in the cer- 
vix. On further examination, this was found to be 
the characteristic cluster-like formation of a hyda- 
tidiform mole. 

The hemorrhage continued to be profuse, espe- 
cially after this manipulation, and as the uterus 
was not contracting well, 1 ampule of p:tuitrin and 
one of Ergotrate were given intramuscularly. A 
citrate blood transfusion of 800 c.c. was begun at 
once. 

After a few minutes, the uterus contracted vig- 
orously and the whole mass of’ mole, fetus, and 
remnants of placenta were delivered. 

More Ergotrate was given, and the uterus re- 
mained firm. The flow was only slight now, and 
brick red in color. The patient’s pulse was 148, but 
she did not appear to be any more shocked than 
when she was brought to surgery. 

After 4 days, the temperature became normal 
and remaned so during her stay in the hosp.tal. 
Her appetite was good and the nausea disappeared. 
A second transfusion was given December 31, 1937. 

On January 6, 1938, the patient was discharged 
as improved after 10 days in the hospital. The 
hemoglobin was 62%, 3,370,000 R.B.C. The vag- 
inal flow was slight and still a brick red color. 
There had been no tissue passed in the lochia since 
her delivery. 


Lois Grunow Memorial. 
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EL PASO’S LOOSE PURSE STRINGS 

Of particular interest to the medical profession 
and the tax-paying public of El Paso County is the 
present status of the charity medical services for 
the poor. There is no co-ordination whatsoever 
among the various groups or agencies supplying 
these services. There are numerous free clinics for 
babies, for pre-natal care, for venereal diseases, 
for tuberculosis. There is a splendid City-County 
Hospital. There are free beds for the tuberculous. 
There is a City-County Health Department, winner 
of prizes and citations for efficiency. There are 
school nurses, County nurses, tuberculosis society 
nurses, welfare nurses. There is a public free clinic 
for birth-control. Several religious denominations 
support free or part-pay clinics, caring for nearly 
all diseases. By the will of one recently deceased 
there is to be built yet another free clinic. Each 
one of these agencies is controlled by a separate 
board. No one co-ordinating body has jurisdiction. 
Yet the cry of nearly every agency to the appro- 
priating bodies of El Paso is that they are under- 
staffed, under-equipped, under-paid. 


Not a week passes that some plea is not made 
to the City Council or the Commissioners Court for 
money—more and more money. Pressure groups 
of various types descend on the City-County gov- 
erning bodies with pleas, threats, demands for yet 
more money, more power. Is there any wonder 
that increasing amounts of public moneys each 
year are spent in the name of free care for the 
sick poor of El Paso County? Yet, in spite of the 
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huge sums appropriated, all too many of the sick 
poor receive little or no benefits. The obituary 
columns of the press of El Paso are silent proofs of 
that. Frequent enough to be embarassing are 
stories printed in the daily press regarding the woe, 
the sickness, the death in unfortunate families of 
the County who were not given medical care when 
they needed it. And the excuse of the agency re- 
sponsible? No money! No nurses available! No 
extra doctor on duty! 


It is becoming increasingly apparent that too 
much money is being spent in El Paso County in 
the maintenance of the various charity health 
services for the return obtained in increasing 
health of the community. Lest the wagon run down 
the hill too fast, with ultimate disaster to the tax- 
paying occupants thereof, a remedy must be 
sought and applied. 


How does this group KNOW what is best for the 
welfare of the entire community? How does this 
group KNOW that a new building, a new staff of 
nurses is needful? How does the other group 
KNOW that they should even exist? How can the 
City Council KNOW that a given plea for a thou- 
sand dollars should be granted? How can the 
Commissioners Court KNOW the merits of the 
various claims upon the County’s tax moneys? 
How may the County Medical Society KNOW that 
such and such a scheme deserves endorsement? 
The answer is that NOBODY KNOWS. 


How then to remedy this confusion? It is grant- 
ed that all bodies concerned are sincere in a com- 
mon desire to accomplish the most good possible 
for the sick poor of El Paso County. This motive 
is unimpeachable. But there is no pulling the load 
together, rather is there a good deal of cross-pulling 
at times. How can co-ordination be achieved, 
wasted effort turned into purposeful channels? 


First must come a complete survey of the public 
health needs of El Paso County, for the present 
and the future. Then a non-salaried board of Co- 
ordinating Commissioners should be set up, empow- 
ered to review future budgets and requests of the 
various agencies involved, and to grant or refuse 
recommendation to the appropriating bodies. They 
should have power to withhold or accord support 
to any projected new agency. They should be giv- 
en authority to abolish or establish health agencies, 
as the need arises. They should have power to ac- 
cept or refuse bequests made to the City or Coun- 
ty for health purposes. In short, they should en- 
deavor to bring order out of the chaos now extant. 


Who should compose such a commission? Per- 
haps there should be a member of the City Coun- 
cil, a County Commissioner, a member of the EF! 
Paso Dental Society, a member of the El Paso 
County Druggists’ Association, two or more men- 
bers of the El Paso County Medical Society. 


Until and unless some such a plan is adopted, 
the tax-payer of El Paso County is apt to see stead- 
ily diminishing returns on the dollar he spends for 
public health. 
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CANDLE’S RAYS 


During recent times many physicians have 
known periods of discouragement in contempla- 
tion of the attacks by the cults, the quacks, the 
propagandists. Everywhere one turned there ap- 
peared various forms of onslaught against our 
American system of medicine. Those cultists en- 
gaged in trying to find the back door to the tem- 
ple of knowledge have viciously assailed us and 
our requirement that those desiring to enter that 
temple must come in the front door, passing rigid 
scrutiny as to knowledge, ability, morality. The 
present-day coterie of Uplifters have stormed at 
the individualism of American men of medicine, 
have demanded a regimentation of the one entity 
impossible to regiment—brain power. These vari- 
ous tumults have saddened the days of many good 
men, increased the burden of carrying on in the 
face of Death, of crippling illness. 


So, like the candle’s beam in this naughty world. 
two very recent rays of encouragement come to 
America’s physicians. The current edition of 
MARCH OF TIME follows faithfully the trek of 
a young man through the long, trying days of his 
preparation in school, college and hospital for his 
entrance into the practice of medicine. The physi- 
cian-spectator will experience a wave of fond mem- 
ories of those hard years of work. He will see por- 
trayed in a modern medium his precious heritage 
of the centuries. His pride in his hich calling, of- 
ten buffeted in today’s storms, wil] swell anew. 
And his people. his patients in the endience will 
see him in a truer light than before. This vortraval 
of his sualities. presented by the lay editors of the 
MARCH OF TIME, will speak more loudly against 
his current assailants than he possibly could. Here 
is medicine good for his soul. 


The current issue of SATURDAY EVENING 
POST prints an article on the early days of insulin. 
“I Saw a Resurrection”, by a lay author, Margate 
Kienast. Let the motley crews of the embattled 
auackeries read insulin’s glorious story. and then 
try to storm the high citadel of the achievements 
of modern, individual American medicine. 

Many are the good battles won by America’s 
physicians. Sometimes it is helpful to recall some 
of them. 





SYPHILIS PROPAGANDA 


Now that the ballyhoo about syphilis is on full 
blast in the press, radio and pulpit of America, it 
appears that the vast machinery of propaganda in 
this land will shortly bring a speaking acquaint- 
ance with the age-old disease to all who may lis- 
ten. Bridge-clubbers glibly discuss the latest mor- 
sel thrown at them; neighbors suspect neighbors; 
employers suspect. employees; social workers sus- 
pect everybody. Methods bordering on the spec- 
tacular have been used to bring about this speak- 
ing acquaintance, And yet knowledge prevails not. 

Too many trusted house-servants have been dis- 
charged from jobs that meant their very life when 
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their employers found that they were visiting a 
clinic for “shots”. Too many faithful workers in 
offices and factories have been fired when the boss 
found out the meaning of that little piece of ad- 
hesive tape over the median vein. Even in this 
crusade, a “little knowledge is a dangerous thing.” 

Is it not time to wean the public mind from the 
moral aspect of this topic? It hasn’t yet been 
done! Is it not time to tell the laity emphatically 
that syphilis is infective in only certain stages? 
That hasn't been done! Cannot the whole truth 
be as fascinating as sensational fragments? 

The physician knows that the unfortunate sick 
person with syphilis need not be forever shunned 
and feared Why not tell America that, over and 
over again, lest a greater, unlooked-for problem 
develop out of this laudable effort to control a 
serious menace to public health? 





THE SANTA FE SESSION 

One of the most. completely successful meetings 
in the history of the New Mexico Medical Society 
was staged at the La Fonda Hotel of Santa Fe 
June 6, 7, 8. The Santa Fe members played hosts 
to this annual session. 

The combination of perfect weather, romantic 
setting, large attendance and a well-balanced pro- 
gram made for an unusually profitable meeting. 
Reunions of old friends and the fellowship of new- 
found acquaintances served to add to the general 
atmosphere of enjoyment and relaxation. Meet- 
ings opened on time, guest speakers presented 
their subjects with dispatch. Entertainment was 
of an unusual type. Native Indian dances inter- 
ested the visitors and out-of-state guests. The 
President’s reception took the form of a buffet 
supper at the home of the new President, Dr. E. 
W. Fiske. 

The House of Delegates approved a plan offer- 
ing budgeted medical care to rural families getting 
government relief loans. They also adopted a uni- 
form fee schedule for compensation cases involv- 
ing liability insurance. 

Dr. Fiske of Santa Fe was installed as President 
of the Society. Dr. George T. Colvard of Deming 
was named President-elect; Dr. W. B. Cantrell of 
Gallup was elected Vice-president; Dr. L. B. Cohe- 
nour of Albuquerque was re-elected Secretary- 
treasurer. The 1939 session was awarded to Gallup. 





There are men and classes of men that stand 
above the common herd; the soldier, the sailor, 
and the shepherd not infrequently; the artist rare- 
ly; rarer still, the clergyman; the physician, almost 
as a rule. He is the flower (such as it is) of our 
civilization——Robert Louis Stevenson. 





For there is something about the very presence 
of the Family Doctor that casts out fear, melts ap- 
prehension, breaks down suspense, performs the 
simple miracle of faith.—Florence Fisher Perry 
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THE CORRELATION OF COMMON SENSE 
WITH ENDOCRINE THERAPY 


By LESLIE R. KOBER, M.D. 
Phoeniz 


In every generation there is some cure for dis- 
ease, some method of relieving symptoms, some 
invention or cure for that inevitable dissolution of 
the human body which sooner or later is either 
abandoned or gradually assimilated into the bulk 
of what we choose to call the practice of medicine, 

Beginning with the original “blood-letters” to 
the scientific drug and surgical methods of treat- 
ment of disease today there have been numerous 
popular remedies used by succeeding generations 
of physicians. Many of these have been retained, 
but. many more have been discarded only to be re- 
placed by newer methols of therapy. 

In our generation endocrine therapy has taken 
a prominent place but much of it is used without 
sufficient knowledge of the results to be expected. 
The use of thyroid extract in hypothyroid condi- 
tions, the use of insulin in d‘abetes, the use of 
estrogenic preparations at the menopause, and the 
use of certain pituitary preparations for ovarian 
stimulation seem to be well established. However, 
in: some border line cases or in some patients with 
a definite psychoneurotic or so-called autonomic 
or emotional imbalance, one should be cautious in 
the use of endocrine therapy. 

There is a defnite relation between the endo- 
crines and the general physical and psych’c make- 
up of a patient, and unless one is prepared to as- 
sume the responsibility for attempting to change 
an individual’s whole psychic or phys’cal state, he 
had best not meddle. When we have further knowl- 
edge of the exact action of certain chemical medi- 
ators on the nervous system we may be able to re- 
lieve many of the functional syndromes produced 
by anxiety states, or minor endocrine disturbances, 
but for the present most of the results to be ob- 
tained except for some of the conditions mentioned 
above are dependent to a certain extent upon the 
enthusiasm and conviction with which the attend- 
ing physician prescribes them. In other words it is 
psychotherapy in many cases rather than endo- 
crine therapy. 

Let me cite a case which in a general way illus- 
trates what I mean. 

A 24-year-old housewife was referred because of 
nervousness, insomnia, precordial pain, attacks of 
paroxysmal tachycard’a, and a fear complex (fear 
of high places, fear of being alone, fear of death). 

She had her tonsils removed in 1932, a normal 
pregnancy in 1933. followed by one or two short 
attacks of tachycardia, her appendix and right 
ovary were removed in 1936. Her menstrual periods 
were at 28 day interval and 3 day duration. Re- 
cently she had been seen by several physicians at 
various times. One had prescribed sedatives, an- 
other theelin injections and bed rest, and the third 
having obtained a basal metabolism of -10 had 
advised small doses of thyroid and emenin by 
mouth. 

Physical examination was essentially negative, 
except for underweight, but she exhibited a defi- 
nite emotional instability as evidenced by variable 
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pulse quality, flushing of skin, weeping, tremulous, 
nervous speech accompanied by generalized tremors 
of entire body. Her exercise tolerance was good, 
the pulse returning to 84 from 120 two minutes 
after mild exercise. Blood pressure varied from 
90/58 to 108/60. Red count 4,000,000, Hmgbn. 85%: 
W.B.C. 7,600; Sedimentation rate 7 mm. in 1 hour 
os Wassermann negative; urine nega- 
ive. 

As the patient gained confidence in the physician 
after several visits the following facts, amongst 
others, were elicited: 

1. She had led quite a sheltered but spoiled 
childhood as the oldest child. 

2. A girlhood friend had had a premonition of 
death and was killed in an auto accident shortly 
thereafter. 

3. During the early days of her marriage she 
had lived with her mother-in-law, which had not 
proved entirely satisfactory from a psychic stand- 


point. 

4. She had been frightened recently during an 
earthquake. 

5. Following removal of her appendix and right 
ovary she had spent a number of days in a two-bed 
hospital room, the other patient dying with menin- 
gitis following mastoid operation, midst much 
moaning and groaning. 

6. Her husband had encountered financial dif- 
ficulties shortly after their marriage. 

7. They were at present moving into a brand 
new home, and she was attempting to have every- 
thing in readiness for an expected visit from her 
mother-in-law. 

From the story as finally elicited it seemed quite 
evident that the indications for endocrine therapy 
were not very evident, but it had taken much time 
= considerable patience to get the complete 
story. 

My diagnosis was anziety neurosis. The problem 
of therapy seemed chiefly one of reassurance as to 
her physical fitness, and explanation of the cause 
and effect of her emotional upsets. Since it had 
been quite thoroughly impressed upon her by two 
physicians that the removal of one ovary had prob- 
ably reduced her normal ovarian secretions; since 
there is unquestionably a sedative effect on the 
autonomic nervous system to be obtained by the 
use of estrogenic preparations; and since the peri- 
odic hypodermic injections for a short period of 
time in which to attempt to re-educate the patient, 
I deemed it advisable to have her return at 4 to 10 
day intervals for a period of several months dur- 
ing which time the use of estrogenic substance was 
begun, gradually reduced, and finally eliminated. 
The pat:ent not only gave symptomatic but ob- 
jective evidences of improvement. 

However, the big test of a cure in these patients 
is the response at some future emotional upset. 

In order to remain “cured”, it is necessary to 
educate these patients to the fact that their chief 
disturbance is due to undue emotional response. 

The patient I have described recently had a 
death in the family, her child was taken sick and 
the maid quit. I expected her to pay me an offi- 
cial visit and she did within the week. However, I 
did not see the necessity for endocrine therapy. I 
believe she is beginning to see the emotional basis 
of her functional upsets, and I have full confidence 
that this young women has been saved from a life 
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of bewilderment and psychic ill health. I feel that 
endocrine therapy was a definite help but that it 
had to be mixed with a great deal of psychother- 
apy or common sense. Such is the Art rather than 
the Science of medicine. 


15 East Monroe St. 





THE DIAGNOSIS AND TREATMENT 
OF 
CANCER OF THE PROSTATE 


M. L. DAY, M.D. 
Phoenix, Arizona 


In this brief disclission of prostatic cancer I shall 
confine my efforts only to its diagnosis and treat- 
ment, since a more detailed consideration of this 
subject requires considerable time. 

I. Diagnosis: 

As regards the diagnosis of carcinoma of the 
prostate. I think we all real'ze the value of rectal 
palpation. This examination should be done on all 
male patients in the course of a routine physical 
examination and it should be done thoroughly and 
with an attempt to establish a diagnosis even be- 
fore the onset of symptoms. The physician should 
have in mind not only an estimaet of the size of 
the gland since many prostatic malignancies orig- 
inate in small prostates which have long been the 
seat of chronic inflammation. One should make 
firm pressure in all portions of the gland and the 
consistency of the various portions should be com- 
pared. Any suspicious nodules or variations in 
consistency should be noted on a chart and their 
nature, unless conclusivve, should be definitely es- 
tablished by further study. Since many malignan- 
cies metastasize early, and since early treatment is 
our greatest hope of control, it is most difficult to 
over-emphasize the value of thoroughness in this 
examination. 

It is unfortunate, however, that a conclusive di- 
agnosis cannot always be established by rectal pal- 
pation as many malignancies of the prostate do 
not transmit the characteristic feel of stony hard- 
ness. I will mention three types which are par- 
ticularly difficult to diagnose by rectal palpation: 
however, the alert examiner will most always dis- 
tinguish some abnormal variation. 

Possibly the most common type which comes un- 
der this heading is the malignancy which origi- 
nates in the hyperplastic prostate. In this instance 
the carcinomatous nodule may be covered by a 
layer of hyperplastic tissue, or prostatic secretion, 
or exudate. Thus its true size and consistency are 
obscured. By expressing the secretion from these 
glands the‘nodule will soon be brought in contact 
with the palpating finger. Furthermore, it is im- 
portant to do a rectal examination on all patients 
suffering from prostatic obstruction, after they 
have had either intraurethral or suprapubic drain- 
age, since this drainage decreases congest‘on and 
thus discloses many nodules which could not be felt 
before such drainage. This fact was recently 
brought out by Dr. Dean of New York Memorial 
Hospital. 

Another type of prostatic cancer which does not 
yield the characteristic feel of stony hardness is 
that very malignant growth which orig’nates in 
relatively young men. It usually has its onset be- 
tween the ages of 50 to 55 years and is so anaplas- 
tic that it is actually a soft tumor. Its consistency, 
however, is firmer than that of normal prostatic 
tissue. It is likely to be confused with chronic in- 
flammatory induration. This malignancy metasta- 
sizes early and if untreated the individual usually 
does not survive more than one year from its on- 
set. It causes early pain. Pain does not always im- 
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ply that metastases has occurred. It is most fre- 
quently caused by invasion of the perineural 
lymphatics within the prostate 


The third type of malignancy which is partially 
obscured from the palpatng finger has its origin in 
other portions of the prostate rather than the pos- 
terior lobe. It has long been generally considered, 
even among many urologists, that all prostatic 
cancers originate in the posterior lobe. About 80 
to 90 per cent do have their origin here, while 
from 10 to 20 per cent originate in either of the 
lateral lobes, the median lobe, or the accessory lo- 
bules at the bladder neck. Sections of tissue recov- 
ered from transurethral resection are of great 
help in establishing a pathological diagnosis in this 
type of carcinoma, 

A correct pathological diagnosis can also be made 
by aspiration biopsy if the surgeon has had ex- 
perience with this procedure. Sufficient tissue to 
establish a diagnosis may be recovered in approx- 
imately 80% of cases by this relatively simple pro- 
cedure. Technique: With the perineum infiltrated 
with novocain a needle which is beveled so as to 
cut a small core of tissue is introduced. A finger 
in the rectum guides the needle point to any sus- 
picious nodule. The trochar of the needle is re- 
moved and a syringe designed for maximum suc- 
tion is attached. Suction is applied as the needle 
enters the nodule and as it is withdrawn. Care is 
taken not to continue suction as the needle point 
strikes the air, since the tissue will be drawn into 
the syringe and will be difficult to recover. The 
tissue should be taken by the pathologist and 
stained immediately. For the purpose of accuracy 
both the surgeon and pathologist should become 
familiar with this procedure. It is not without its 


dancers in the hands of those unfamiliar with the 
anatomy of the perineum and prostate. 

TT. Treatment: 

Tt should be understood that there ‘s no satis- 
factory treatment of carcinoma of the ovrostate. 
From 500 cases Young found only 35 which were 
eendidates for radical perineal prostatectomy. Of 
these only 8 survived as long as three years. Also 
the high mortality rate and post-operative compli- 
cations would seem to make the value of this oper- 
ation more limited. In this discussion we shall 
consider radiation therapy which is more conserva- 
tive and will compare favorably with other types 
of treatment. Many advancements have been made 
in the past 10 or 15 years in this type of therapy 
and statistics would lead one to believe that irradi- 
ation therapy in one form or another is probably 
the best treatment that we offer these unfortu- 
nate patients. 

For the purpose of treatment we may divide 
these patients into three groups, as suggested by 
Dr. Barringer of New York Memorial Hospital. 


Group I. Those in which there is a reasonably 
small carcinoma of the posterior lobe with. as far 
as can be determined, no involvement of the other 
lobes and no residual urine. These patients should 
have interst‘tial irradiation in the form of gold 
screened needles inserted through the perineum 
into the prostate. In additon they should have ex- 
ternal irradiation which should be given as soon 
as possible following the interstitial irradiation. 

Group II. Those cases in which urinary reten- 
tion is the dominant symptom and there is involve- 
ment of the median or lateral lobes. In these cases 
suprapubic cystotomy should be done, cutting out 
with the electric cautery, or by transurethral re- 
section previous to cystotomy, all obstructing por- 
tions of the prostate. Gold radon seed, usually of 
2 millicures each, are then implanted one cm. apart 
throughout the entire tumor. After the patient 
has recovered external irradiation should be given. 
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Ferguson advises this method of treatment for 
cases in Group I. 

Group III. These cases in which local extension 
or distant metastases have occurred. These pa- 
tients should receive only external irradiation to 
ameliorate symptoms. Urinary obstructions should 
be treated by transurethral resection or suprapubic 
drainage. 

CONCLUSIONS 

1. Early diagnosis is our only hope of controll- 
nig carcinoma of the prostate. It, therefore, be- 
hooves every physician to do a thorough rectal ex- 
amination on all male patients within the cancer 
age. 

2. Aspiration biopsy is of great help in the 
early pathological diagnosis of this condition. 
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3. External and interstitial irradiation, togeth- 
er with transurethral] resection are valuable pro- 
cedures in controlling ths growths and the al- 
leviation of distressing symptoms. 
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PRELIMINARY REPORT CF THE 
Fifty-sixth Annual Sessior of the New Mexico Medical Society, 
Santa Fe, N. M., June 6-8, 1938. 


In his presidential address, Dr. Eugene W. Fiske 
(Santa Fe) cited problems confronting the medi- 
cal profession of the State and stressed the need 
for a new medical practice act; a basic scence law; 
drug regulation; the discontinuance of counter- 
prescribing; cooperation with the American Med- 
ical Association, and reduction in infant mortal'ty. 


ADMITTED TO MEMBERSHIP: 

Dr. E. C. Hagood, Magdalena. 

Dr. Sarah Bowen, Rio Riba County—Member at 
Large. 

COMMITTEE APSINTMENTS AND REPORTS: 

Committee to cons‘der fee schedule suggested by 
the U. S. Fidelity and Guaranty Co.: 

Drs. H. A, Miller (Clovis), Chairman; 

W. B. Cantrell (Gallup). 
R. L. Bradley (Roswell). 

Reported fee schedule adequate with few excep- 
tions, which changes were marked in the schedule. 

Action taken—motion that the report be adopted 
and the Secretary be instructed to write the Com- 
pany and state the suggested fee schedule was only 
in cases of private practice and did not involve 
Laboratories, was carried. 

COMMITTEE to consider Farm Security Administ--*is> 
for medical relief to indigent farmers and their families: 

Drs. L. W. Johnson (Roswell), Chairman; 

W. P. Martin (Clovis), 
C. A. Miller (Las Cruces). 

Reported favorably on proposition set forth by 
representatives of the Farm Security Administra- 
tion to the effect. that the representatives be grant- 
ed permission to work out with the local County 
Societies such plans as might be acceptable for 
furnishing medical care to indigent farmers and 
their families, within the ability of the farm peo- 
ple to pay. Loans are made these people by the 
Farm Security Administration in an effort at re- 
habilitation and families will be budgeted at a cer- 
tain rate for hospital and medical care. This mon- 
ey is pooled and by this method payment for med- 
ical care is forthcoming in many cases where oth- 
erwise it would be impossible to make collections. 

COMMITTEE ON PUBLIC POLICY and ADMINISTRATION: 

Dr. R. O. Brown (Santa Fe), Chairman. 

Dr. Brown reported the Committee had met sev- 
eral times during the year, that copies of a pro- 
posed Basic Science law, with a short argument as 
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to its desirability, and a place for signatures on the 
petition to the Legislature for the passage of the 
Act, had been sent to every regular member of the 
profession in the State. He urged that Doctors se- 
cure signatures of as many bona fide residents of 
the State as possible, and stated it was planned to 
have a representative go over the State, beginning 
in September and get the local medical societies 
well organized, and during the session of the Leg- 
islature have a good lawyer on hand. He believed 
that the expense of such a campaign would not 
exceed $2,000. 

Action taken—motion that the report be adopt- 
ed and the Committee continued, was carried. 


COMMITTEE ON NECROLOGY: 
Drs. M. K. Wylder (Albuquerque), Chairman; 
C. W. Gerber (Las Cruces), 
C. S. Hart (Dawson). 
presented report: 

“Whereas, the New Mexico Medical Society has 
had the misfortune of having had two of its es- 
teemed members removed by death during the past 
year, 

Therefore, Be It Resolved, That this Society ex- 
press its sincere regrets and extend its sympathy 
to the families of the deceased:— 

Dr. H. A. Patterson, West Los Angeles, Calif., 

\ Grayson Tarkington, Albuquerque, N. M. 
and, 

_ Be It Further Resolved, That this Resolution be 
incorporated in the minutes of the Society and 
copies thereof sent the deceased members.” 

Action taken—approved. 

COMMITTEE ON RESOLUTIONS 

Drs. R. W. Mendelsohn (Albuquerque), 

Chairman: 
Ashley Pond (Taos), 
J. C. Mitchell (Silver City), 
presented resolutions: 

“BE IT RESOLVED THAT. we. the members of 
the New Mexico Medical Society in session in 
Santa Fe, express our deep appreciation to the 
Honorable Clyde Tingley, Governor of the State of 
New Mexico, for his humanitarian act in vetoing 
the Naturopathic legislation passed by the Legis- 
lature during its last session, thus giving expression 
to his sincere interest in the welfare of the people 
of the State of New Mexico.” 

“BE IT RESOLVED THAT, we, the members of 
the New Mexico Medical Society in reunion in Santa 
Fe, express our appreciation to the members of the 
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Santa Fe medical profession, and essayists, for their 
very successful and entertaining meeting.” 

“BE IT RESOLVED THAT, we, the members of 
the New Mexico Medical Society in session in 
Santa Fe, express our appreciation to the manage- 
ment of the La Fonda Hotel and staff, the press 
and the exhibitors, for their part in making this 
meeting a complete success.” 

Action taken—approved. 

OTHER BUSINESS TRANSACTED: 

1. Motion passed denouncing the practice of 
certain physicians in collecting fees from patients 
for work performed by the State Laboratory. 

2. Motion passed that the Legislative Commit- 
tee endeavor to secure legislation to repeal the law 
which sets a maximum of $400 requirement of lia- 
bility on insurance carriers in Workmen’s Compen- 
sation cases. 

3. Motion passed that annual dues for 1939 be 
$10.00, the same as for the present year, $5.00 of 
which to be set aside for legislative purposes. 

4. Motion passed that if necessary for use by 
the Legislative Committee, a loan be floated against 
the amount allotted for legislative purposes from 
next year’s dues. 

5. Resolution adopted similar to that passed by 
the Iowa State Medical Society, protesting against 
the policy of the Council on Foods, A.M.A., as fol- 
lows: 

WHEREAS, One of the main objectives of the 
Council on Foods of the American Medical Associ- 
ation is for improvement in the nature of adver- 
tising; and 

WHEREAS, The Council on Foods has changed 
its policy and no longer considers and “accepts” 
butter and other natural dairy products; and 

WHEREAS, Since discontinuing its acceptance 
of butter, it has given its seal of acceptance to sub- 
stitute products such as oleomargarine sold under 
trade names; and 

WHEREAS, This policy of the Council on Foods 
has encouraged commercial firms to advertise such 
products as being accepted by the Council on Foods, 
used by the medical profession and approved by 
the medical profession at large; and 

WHEREAS, This policy of the Council is bring- 
ing much criticism on the profession at large from 
the dairy interests of the country; and 

REAS, The medical profession has always 
advocated the liberal use of natural dairy products 
in the interest of public health; and 

WHEREAS, The profession at large does not 
want to be held responsible for a policy which dis- 
criminates against the natural dairy products in 
favor of the margarine class of products; Be it 

RESOLVED, By the House of Delegates of the 
American Medical Association, the Council on 
Foods be requested to change its policy in such 
manner as will eliminate this basis for warranted 
and undesirable criticism of the medical profession 
and of the American Medical Association; 

RESOLVED, That the delegates of the New Mex- 
ico Medical Society be instructed to present this 
action to the House of Delegates of the American 
Medical Association at the annual meeting in San 
Francisco in June, 1938. 





ELECTION OF OFFICERS 
President-elect—Dr George T. Colvard, Deming. 
Vice-president—Dr. W. B Cantrell, Gallup. 
Secretary-Treasurer—Dr. L. B. Cohenour, Albuquerque, 

Re-elected. 
Councilors for Three Years: 
Dr. R. O Brown, Santa Fe, Re-elected. 
Dr. C. B. Elliott, Raton, Re-elected. 
Delegate to A.M.A.—Dr. H. A. Miller, Clovis. 
Alternate—Dr. R O. Brown, Santa Fe. 
MEETING PLACE, 1939—GALLUP. 
BOARD OF MANAGERS, SOU SHWESTERN MEDICINE 
(Appointed by the Council): 
Dr. George T. Colvard, Deming. 
Dr. W. B. Cantrell, Gallup. 
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SECRETARY-TREASURER’S FINANCIAL REPORT 


June, 1938, Santa Fe, N. M., 56th Annual Session 
Council, New Mexico Medical Society, 
Gentlemen: 
I hereby submit a report of the financia) affairs of the 
New Mexico Medical Society, ending this date: 


Balance on hand at annual report, May 13, 1937 $1581.04 
Delinquent dues collected from 49 members ........._ 245.00 
Annual dues from 226 members for 1938 2260.00 
Dues that were collected twice by mistake from 

Drs. Dailey and Tremaine 20.00 

DISBURSEMENTS OI 

Total cash received to June 6th, 1938 $4106.04 
Reporter for 1937 meeting, part of bal. of 

one-half fee - $ 20.00 
Reporter for 1937 meeting. balance of one-half fee 42.50 
Secretary’s salary for 1937-1938 300.00 
Treasurer’s bond for 1937-1938 5.00 
Southwestern Medicine for 252 members for 1937 504.00 
Walsh Printing Co. (500 letter-heads) 4.75 
Walsh Printing Co. (1000 letter-heads, 500 3c 

stamped envelopes) 25.25 
Jessie Blessum (Stencils, work done for Dr. Jones) 6.12 
Jessie Blessum (215 mimeogranh letters, Rocky 

Mountain Medical Conference 2.04 
Valliant Printing Co. (20 medical certificates) 15.00 
Valliant Printing Co. (Overprinting one Charter) 2.50 
Walsh Printing Co. (500 membership cards) 3.25 
Deveau Typewriter Shop (Repair and overhaul 

typewriter) anime 11.22 
Walsh Printing Co. (500 3c stamped envelopes and 

printing —. 19.37 
Albuquerque Natonal Bank (Stop payment “order, 

checks to Dr. Egbert of Southwestern Medi- 

cine, El Paso, lost } 1.50 
Walsh Printing Co. (250 letter-heads) ' 3.60 


Walsh Printing Co. (250 letter-heads for Dr. Brown) 4.95 
Dona Ana Co. Med. Society (dues refunded 


Dr. Dailey paid twice) —— 10.00 
Lea County Med. Society (dues refunded, Dr. 
Tremaine paid twice - 10.00 
— — Co. (Over-printing charter for 
oe 3.50 
mepester ar 1938 “meeting, one-half in advance 75.00 
TOTAL aia —— $1068.55 
BALANCE -..... — $3037.49 
OUTSTANDING INDEBTEDNESS 
Southwestern Medicine for 1938 for 226 members $ 452.00 
Secretary’s salary for 1938-1939 ‘ 300.00 
Reporter for 1938 meeting, balance in full —.. 75.00 
Treasurer’s bond for 1938-1939 5.00 
Legislative fund, $5.00 per member - .. 1130.00 
Approximate total indebtedness . 1962.00 
Expected bablance after all bills are paid $1075.40 


Respectfully submitted, 
(Signed) L. B. COHENOUR, 
Secretary-Treasurer. 
SECRETARY-TREASURER’S MEMBERSHIP REPORT 
Santa Fe, New Mexico, June 6, 1938. 
Fifty-sixth Annual Session 
House of Delegates. 
Gentlemen: 
I hereby render a report of the affairs of the office of 
Secretary-Treasurer for the term ending with this session. 
At the meeting held in Clovis, New Mexico, May 13th, 
1937, there were no members dropped for non-payment of 
dues. 
Members in the Society at this time are as follows: 











1938 
Bernalillo County —_— a ... 49 
Chavez County -... pace si - |, ne | 
Colfax County . =e —— 
Curry County .— — 14 13 
Dona-Ana County ~~... . 11 13 
Eddy County a hoe 7 11 
Luna County Sihbintninlatiii _— nen 2 
Grant County — 7 - 9 
SO GO ee 9 14 
Quay County - - 
8 9 10 
McKinley County ~~. 9 12 
Santa Fe County —_ _— 17 —— 
Taos County —. e = 7 gninen e 
Union County — nanos ———EEEE 6 
Members at Large . — 30 annie 23 


TOTAL IN GOOD STANDING AT THIS DATE 226 
Two applications for membebrship were received to be 
presented at this meeting, and membership cards issued to 
them in advance. 
Death of two members were noted as follows: 
Dr. H. A. Patterson, West Los Angeles, Calif., 
Oct. 30, 1037. 
Dr. Grayson Tarkington, Albuquerque, N. M., 
Jan. 13, 1938. 
Respectfully submitted, 
(Signed) L. B. COHENOUR, 
Secretary-Treas! rer. 
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SOCIAL FEATURES: 


Dr. and Mrs. Eugene W. Fiske entertained mem- 
bers of the Society with a buffet dinner at their 
home Monday evening, prior to the annual smoker. 
It was a double celebration in that it was also the 
2lst wedding anniversary of the president of the 
New Mexico Medical Society and his wife, and the 
combined occasions afforded a very pleasing time 
for the guests. Three long tables were set up in 
the garden on the lawn, the high walls with their 
luminaries surrounding the garden creating a soft 
subtle light, to enhance a handsomely decorated 
buffet which had as the centerpece a large carved 
ice basket filled with roses and snapdragons. On 
either side were huge blocks of ice in which the 
letters ‘“‘M. D.” had been carved, honoring the vis- 
iting doctors. An elaborate tasty repast was served, 
during which a musical program on an electric 
Hammond organ contributed to the enjoyment of 
the occasion, 

The annual smoker, held in the lounge of the 
La Fonda Hotel Monday evening, was augmented 
by a spectacular program of Spanish and Indian 
dances. A group of Santa Fe girls in Spanish fiesta 
costumes acted as hostesses, while the La Fonda’s 
Mexican orchestra played throughout the evening. 
Indians from San Ildefonso and Tesuque pueblos, 
in full ceremonial costume, gave the eagle, buffalo 
and other ancient dances of their tribes. 

A cocktail party in honor of Dr. and Mrs. R. 
W. Mendelsohn of Albuquerque, was given by Mr. 
and Mrs. David Cole, at the La Fonda Hotel, Dr. 
and Mrs. E. B. Godfrey also entertained for a 
group of doctors and their wives with a cocktail 
party prior to the dinner dance on Tuesday even- 
ing. Dr. Godfrey, Director of the State Bureau of 
Public Health, was in attendance at the various 
scientific sessions. 

The dinner dance was held Tuesday evening in 
the main dining room at the La Fonda. Dr. H. A. 
Miller of Clovis, toastmaster, called on numerous 
visitors for impromptu remarks. Those respond- 
ing with sparkling witticisms becoming the occa- 
sion were: Dr. George T. Colvard, president-elect; 
Dr. Verne C. Hunt, Dr. R. O. Brown, Dr. G. Heus- 
inkveld, Dr. Paul Gallagher, Dr. H. Habein and Dr. 
Horton Casparis. 

THOSE REGISTERED: (103) 
Drs. 

Austin, Frank., Carlsbad, N. M. 

Alexander, H. W., Santa Fe, N. M. 

Ambler, C. J., Mountain Air, N. M. 

Bradley, R. L.. Roswell, N. M. 

Barton, W. C., Santa Fe, N. M. 

Brown, O. E., Tucumcari, N. M. 

Brown, Robebrt C., Santa Fe, N. M. 

Breck, Louis W., El Paso, Texas. 

Beam, M. P., Albuquerque, N. M. 

Burch, A. J., Reserve, N. M. 

Berchtold, V. E., Santa Fe, N. M. 

Burton, S. L., Albuquerque, N. M. 

Bernstein, S. L., Santa Fe, N. M. 

Ballenger, I. B., Albuquerque, N. M. 

Cohenour, L. B., Albuquerque, N. M. 

Colvard, George T., Deming, N. M. 

Cantrell, W. B., Gallup, N. M. 

Casparis, Horton, Nashville. Tenn. 

Carmody, Thomas E., Denver, Colo. 

‘Curtis, Hester B.,Santa Fe, N. M. 

Corbusier, H. D.. Santa Fe. N. M 

Crail. F. H., Las Vegas, N. M. 

Cohen. H. S., Conchas Dam, N. M 

Clark, Henry H., Denver, Colo 

Driver, J. B., El Paso, Texas. 

Douthirt, C. H., Santa Fe, N. M. 

Diver, F. C. Raton N. M. 

Elliott, C. B., Raton, N. M. 

Espinosa, Tobias, Espanola, N. M. 

Evans, A. J., Elida, N. M. 

Elder, John W., Albuquerque, N. M. 

Fiske, E. W., Santa Fe, N. M. 

Foster, Joseph, Santa Fe. N. M. 

Godfrey, E. B., Santa Fe, N. M. 

Goodwin, Frank, El Paso, Texas. 
Gellenthien, Valmora, N. M. 
Greenberg, N. V.. Zuni, N. M. 
Gonzales, J. M., Santa Fe, N. M. 
Gerber, C. W., Las Cruces, N. M. 









Gallagher, Paul, El Paso, Texas. 
Gibbs, M. D., Roy. N. M. 
Gorman, J. J.. El Paso, Texas. 
Hollis, R. G., Taos, N. M. 
Heusinkved, G., Denver. Colo. 
Heizer, Fred E., Fort Sumner, N. M. 
Harris, J. E. J., Albuquerque. N. M. 
Habein, Harold, Rochester, Minn. 
Hendrick, J. W., Amarillo, Texas. 
Hunt, V. C., Los Angeles. Cal. 
Haire, R. D., Hobbs, N. M. 

Hensley. E. T., Portales, N. M. 
Hart, C. S., Dawson, N. M. 

Johnson, B. A., Santa Rita, N. M. 
Johnson, H. B.. Hot Springs, N. M. 
Johnson, L. W. Roswell. N. M. 
Johnson, E. E., Cortez, Colo. 
Johnston. W. W., Las Vegas, N. M. 
Jones, C. W., Wollington, Texas. 
Kaser, W. E., Las Vegas, N. M. 
Knapp, David, Santa Fe, N. M. 
Lander. E. W., Roswell, N. M. 
Lathrop, A. S., Santa Fe, N. M. 
Lee, E. C.. Espanola, N. M. 
Livingston, W. H., Santa Fe, N. M. 
Marshall, S. J., Roswell, N. M. 
Martin, W. P., Clovis, N. M. 
Matthews, E. C., Albuquerque, N. M. 
MacWhorter, J. H., El Paso, Texas. 
McMahon, Charles G., Superior, Neb. 
McAlmon, George, E] Paso, Texas. 
Mendelsohn, R. W., Albuquerque, N. M 
Mera, Frank E., Santa Fe, N. M. 
Meacham, C. C., Albuquerque, N. M. 
Miller, C. A., Las Cruces, N. M. 
Miller, H. A. Clovis, N. M. 

Miller, F. P., El Paso, Texas. 
Mitchell, John C., Silver City, N. M. 
Monaco, D. F.. Gallup, N. M. 
Maldona, Jose, Santa Fe, N. M. 
Montgomery, C. F, Roswell, N. M. 
Mortimer, H M., Las Vegas, N. M. 
Pangman, W. J., El Paso, Texas. 
Parker. F. W., Santa Fe, N. M. 
Pond, Ashley. Taos, N. M. 

Purden, G., Kansas City, Mo. 
Rennick, Charles F., El Paso, Texas. 
Rife, D. W.. Santa Fe, N. M. 

Rolls, J. A., Santa Fe, N. M. 
Safford. H T, Jr., El] Paso, Texas. 
Self, T. F., Roy, N. M. 

Spearman, M. P., El Paso, Texas. 
Thearle, W. H., Albuquerque, N. M. 
Teachenor, Frank R., Kansas City, Mo. 
Tucker, G. E., Anthony, N. M. 

Van Atta, J. R., Albuquerque, N. M. 
Vaughan, John H., Amarillo, Texas. 
Ward, LeGrande, Santa Fe, N. M. 
Werley, G., El Paso, Texas. 
Williams, D. B., Santa Fe, N. M. 
Williams, J. V., Roswell, N. M. 
Womack, C. L., Carlsbad, N. M. 
Wylder, M. K., Albuquerque, N. M. 
Zack, William J., Santa Fe, N. M. 








COMMUNICATIONS 





Sir: 

To quote the president of the Arizona State Med- 
ical Association in his article “Medical Progress 
and Its Significance’— 

“It is well known that from the beginning of re- 
corded history, progress in the science and art of 
medicine has been especially hindered by prevail- 
ing superstitions and religious persecution. Dur- 
ing centuries that witnessed the creation of works 
of art, of science and of literature which are still 
unexcelled, all efforts to obtain a basic knowledge 
of the human body and its functions were punish- 
ed both by church and civil law. Such conditions 
obtained with varying degrees of prohibition well 
into the 19th century.” 

However, to quote Dr. James J. Walsh; Tice, 
Vol. 1— 
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“With regard to anatomy, for instance, Dr. Oliver 
Wendell Holmes said that the great anatomists of 
the sixteenth century were like the harvesters who 
gathered the ripe harvest of anatomical science 
into their granaries. After them in the eighteenth 
century came the gleaners who gathered in the 
few grains of knowledge that the harvesters had 
neglected because, compared with that which they 
had already found, they were unimportant. And 
then finally in the nineteenth century came the 
geese, among whom the genial Dr. Holmes, so long 
professor of anatomy at Harvard, counted himself, 
who discovered a grain or two of precious informa- 
tion here and there which had been lost sight of 
even by the gleaners, but whenever the geese found 
anything they cackled very loudly and proclaimed 
their discoveries to the world.” 
To quote Dr. Walsh further, in part: 


“The greatest single contributor to scientific 
medicine in this Renaissance period was Vesalius. 
At the age of about twenty-five Vesalius went down 
to Italy, and there found abundant opportunities 
for dissection. Every artist of that time was mak- 
ing dissections and sketching them. Leonardo da 
Vinci literally made thousands of them and fortu- 
nately they have been preserved for us. Michel- 
angelo and Raphael and many others also made 
dissections. Vesalius stayed some twenty years in 
Italy and in 1542 published his famous textbook of 
anatomy, the Fabrica Humani Corporis, which in 
its first edition has now become one of the biblio- 
graphic treasures of medicine. It was issued in 
many editions.” 

Dr. Walsh goes on to state—‘‘The great period of 
anatomical development of which he (Vesalius) 
was the protagonist had begun in Italy two gen- 
erations before Vesalius’ time and continued for 
more than a century afterwards. Italy was at this 
time the great home of graduate education” 

Respectfully, 
JOHN HOGAN, M. D., 
Inspiration, Arizona. 








MISCELLANY 





OUR STREAMLINED SCIENCE 


Since we attempt to keep our membershp abreast 
the more astounding developments in medicine, we 
fele it incumbent upon us to refer to a recent 
article. 

In the“Readers’ Digest” for May, under the cap- 
tion “The New Method of Easy Childbirth” entitled 
“Our Streamlined Baby,” and emanating from the 
busy typewriter of J. P. McEvoy, we have a most 
enlightening discourse. We know that our member- 
ship will not be prejudiced against the learned es- 
sayist because he is not a physician, nor because 
he publishes his findings in a lay publication. We 
are quite accustomed to gleaning our information 
from strange sources and, after all, we must keep 
up with the public. 

Among the more startling discoveries is that a 
“rousing good sleep” follows a dose of castor oil; 
and that you can have babies on demand “about six 
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or seven o’clock” in the evening, just “like order- 
ing something from the store.” It seems that this 
is accomplished mainly by the use of nine grains 
of Nembutal and two injections of Scopolamine. 

Since the article does not indicate otherwise, we 
judge that this method is of value in contracted 
pelves, uterine inertia, and placenta previa. We 
likewise infer that there is no such thing as a de- 
lerium due to Barbiturates and Scopolamine, and 
that narcotized babies are unknown. Since Mr. Mc- 
Evoy does not mention DeLee and a few other ob- 
stetricians who have sounded some words of cau- 
tion regarding this technique, we judge they must 
be passe. 

However, we do most heartliy join the essayist 
in his regret that “the ethics of the Medical pro- 
fession is such that they can’t tell you their story 
in your morning paper.”—Bulietin of the Calhoun 
County (Mich.) Medical Society. 





FIRST COMES LIFE 


Two young people—a brother and sister—lie 
dying of tuberculosis in South El Paso, and the 
reason is we do not have the proper public health 
service to take care of them. 

Once a nurse reported them improving. After 
that they were left to the care of their aged moth- 
er, who had neither the funds nor the facilities to 
bring them back to health. Even worse, two small 
children of the sick woman lived in the same room, 
ate from the same plates and were exposed every 
minute to infection. 

For nearly a year they lay in their cots without 
bedclothing, with flies buzzing around, an old wom- 
an tottering about doing her feeble best, and two 
young children playing in filth. 

They no longer improved. They grew worse. The 
dark shadows of death lengthened day by day. 

At pitifully long last they were discovered. To- 
day they are clean and comfortable. The flies ng 
longer buzz because the screens have been fixed. 
The children have been taken away from the dan- 
ger. 

But the dark shadows grow longer. Help came 


.too late. The sheets are clean and a helping hand 


has found them, but in a little while the dark 
shadows will change into the final black. They 
must die. 

And they might have lived. 


* * * 


ad are they dying when they might be getting 
we 

“We have no money to hire special tuberculosis 
nurses to keep track of these cases,” say the of- 
ficials. 

No money to save lives. Yet we can cut the City- 
= Hospital budget to give aid to indigent tran- 

ents. 

No money to save lives. Yet we can pay good sal- 
aries to our elected officials. 

No money to save lives. Yet we can pave roads and 
build bridges. 

No money to save lives. Yet we can find funds to 
improve a jail. 

No money to save lives. Yet we can get cash for a 
new dance floor for Liberty Hall. 

No money to save lives. Yet we spend nearly $2.- 
000,000 a year on other things. 


* * * 


There is money. Plenty of it. The question is, 
where shall we spend it. Shall we continue as at 
present or shall we put first things first? 

Life, then liberty, then the pursuit of happiness, 
reads the American’s creed. 

And first of all comes Life. 


—El Paso Herald-Post 








RISK IN USING ZINC SULFATE FOR 
PREVENTION OF POLIOMYELITIS 


About one year has passed since Schultz and 
Gebhardt reported that 1 per cent zinc sulfate so- 
lution applied to the olfactory mucosa in monkeys 
affords a high degree of protection against polio- 
myelitis virus instilled into the nose a month later. 
This method of prevention has been used experi- 
mentally in many places. The risk of producing 
permanent loss of the sense of smell must be con- 
sidered in connection with its use. Schultz and 
Gebhardt (page 2024), this issue, point out that 
several cases have occurred in which the sense of 
smell has not yet returned after a period of more 
than six months. Cases of such lasting anosmia 
have not been discovered in children, however, per- 
haps because of anatomic differences in the nose. 
Schultz and Gebhardt recently observed after the 
application of zinc sulfate to the olfactory area of 
monkeys a severe exudative inflammation of the 
olfactory mucosa, together with desquamation of 
epithelial cells. Caution is advised, therefore, in 
the further use of zinc sulfate in man until more 
is known about the risk of permanent anosmia and 
of the mechanism underlying the protection against 
poliomyelitis in monkeys. The full answer to this 
problem cannot be obtained from experimental] 
work on animals. Physicians will be able to help 
investigators by transmitting to them their indi- 
vidual experiences.—Jour. A. M. A. 





N. Y’s NOSE IN MEDICINE 


New York proposes to find out just how far a 
state should go in providing and controlling medi- 
cal care for its people. The way to that discovery 
has been opened with a bill introduced by Assem- 
blyman Robert F. Wagner, Jr. (son of the U. S. 
Senator) and signed a few weeks ago by Governor 
Lehman. 

The act starts off like this: 

“The legislature declares .. . that the health of 
the inhabitants of the state is a matter of state 
concern; that adequate medical care is an essen- 
tial element of public health; that the present ef- 
forts of the medical profession in providing medi- 
cal care should be supplemented by the state and 
local governments; that the problem of economic 
need and the problem of providing adequate medi- 
cal care are not identical and may require differ- 
ent approaches for their ultimate solution; and 
that a long-range state health program directed 
toward all groups of the population should be form- 
ulated and carried out.” 

To these ends the act provides $15,000 to finance 
a temporary state commission. By next February 
15 the commission is expected to submit proposals 
for (1) furnshing adequate medical care at public 
expense for persons of low income; (2) minimizing 
the risk of illness by increasing preventive efforts 
through extension of public health services; (3) 
making available public funds for the support cf? 
medical education and research; (4) administra- 
tion of the health functions of the state govern- 
ment and, the consolidation of federal and state 
health and medical services under a separate de- 
partment. 

Only one physician is to serve on this medical- 
economic commission comprising thirteen members 
in all. He will be surrounded by four senators, five 
assemblymen, and one representative each of la- 
bor, industry, and so-called public welfare inter- 
ests.—Med. Economics. 





FRACTURE OF THE ATLAS IN AUTOMOBILE 
ACCIDENTS: VALUE OF X-RAY VIEWS 
FOR ITS DIAGNOSIS. 

H. F. Plaut, Cincinnati (Journal A. M. A., June 
4, 1938), states that the chief complaints of pa- 
tients with atlas fracture are pains in the upper 
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part of the neck, mainly in the nuchal groove, with 
rigidity and impairment of nodding more than ro- 
tation. The painful pull on the fragments by the 
various muscles participating in the movements of 
the head and neck quite frequently causes patient; 
to hold their heads with both hands. In fractures 
of the anterior arch the ensuing hemorrhage into 
the prevertebral tissues may cause pain and diffi- 
culty in swallowing, even in the absence of injuries 
to the cord. In these cases palpation of the pos- 
terior pharyngeal wall is painful although not as 
informative as, for instance, in dislocations of the 
atlas. All in all, the clinical signs should focus 
one’s attention on the upper cervical region. They 
will not, however, suffice to determine the exact 
nature of the injury. For a conclusive diagnosis 
one has to resort to the x-ray examination. Typi- 
cal roentgenograms should be taken first. If they 
do not answer the purpose, films in special or 
atypical directions should be added. The lateral 
view of the sitting patient at a distance of 6 feet 
gives good information about the condition of the 
cervical vertebrae and their relation to one anoth- 
er. Unconscious or severely injured patients are 
examined in the sup:ne position with the cassette 
placed to the side of the neck, the x-ray tube point- 
ing horizontally. The anteroposterior view is tak- 
en through the open mouth, when possible. Most 
of the fracture gaps of the posterior arch are sit- 
uated close to the lateral masses and are recogniz- 
ed without difficulty in the lateral view. In bilat- 
eral separation the posterior arch frequently is an- 
gulated upward by traction of the rectus capitis 
posterior minor muscles. Breaks of the anterior arch 
often present diagnostic difficulties. A good sur- 
vey of the anterior arch of the atlas is also given 
by an exposure in nearly axial direction similar to 
that used for examination of the maxillary sinuses. 
The central ray should then be directed over the 
vertex, projecting the atlas in the space between 
the mandible and the posterior circumference of 
the occiput. This or axial roentgenograms should 
not be taken before a fracture of the odontoid or a 
rupture of the transverse ligament is excluded. For 
special demonstration of the anterior arch the 
author has used a new technic: the postero-an- 
terior view of the atlas region on enoral film. A 
tooth film is pressed against the anesthetized pos- 
terior pharyngeal wall (or), if this is impracticable, 
is placed in vertical position between the molars). 
The close contact of the film with the anterior arch 
gives a sharp image of this part and permits study- 
ing its details. 








NEWS 





The Second National Assembly of the Interna- 
tional College of Surgeons will be held in Phila- 
delphia, Pennsylvania, with the headquarters at the 
Bellevue Stratford Hotel on October 13 and 14, 
1938. 

All members of the medical profession of good 
standing are cordially invited to attend the Sci- 
entific program and various clinics. There will be 
no registration fee. 





The 17th annual scientific and clinical session 
of the American Congress of Physical Therapy will 
be held cooperatively with the 22nd annual con- 
vention of the American Occupational Therapy 
Association, September 12, 13, 14 and 15, 1938, at 
the Palmer House, Chicago. - Preceding these ses- 
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sions, the Congress will conduct an intensive in- 
struction seminar in physical therapy for physi- 
cians and technicians—September 7, 8, 9 and 10. 

The instruction seminar should prove of interest 
to everyone interested in the fundamentals and in 
the newer advances in physical therapy. The fac- 
ulty will be comprised of experienced teachers and 
clinicians; every subject in the physical therapy 
field will be covered. Information concerning the 
convention and the instruction seminar may be ob- 
tained by addressing: The American Congress of 
Physical Therapy, 30 North Michigan Avenue, Chi- 
cago. 





The midget impinger, a novel air-dust collecting 
device developed by the Bureau of Mines, Depart- 
ment of the Interior, as an aid in the fight being 
waged against the widespread industrial menace 
of breathing harmful dusts, has been found to be 
specially efficient in the collection of the deadly 
lead dusts. The results of tests made to determine 
the efficiency of the impinger for collecting lead 
dusts and fumes are summarized in a report just 
published by the Bureau. 

One of the major objectives of the Bureau of 
Mines is the promotion of health and safety in the 
mineral industries, and a very essential part of 
this work deals with the atmospheric environment 
of the worker. Analytical procedures are essential 
in studying and preventing deleteroius effects from 
abnormal conditions. 

Copies of Report of Investigations 3401, “Effi- 
ciency of Impingers for Collecting Lead Dusts and 
Fumes”, by J. B. Littlefield, Florence L. Feicht and 
H. H. Schrenk, may be obtained from the Bureau 
of Mines, Washington, D. C. 








BOOK NOTES 





MEDICAL STATE BOARD QUESTIONS AND ANSWERS: By 
R. Max Goepp, M. D., formerly Professor of Clinical Medicine 
in the Graduate School of Medicine, of Pennsylvania; formerly 
Assistant Professor of Clinica] Medicine, Jefferson Medical Col- 
lege; formerly Assitant Visiting Physician, Philadelphia General 
Hospital; formerly Professor of Medicine, Women’s Medical Col- 
lege of Pennsylvania. Seventh Edition, Revised. 644 pages. 
Philadelphia and London: W. B. Saunders Company, 1938. Cloth, 
$5.50 net. 1 


This is the seventh edition of a compendium on 
State Board questions and answers that has been 
of great service to many generations of candidates 
for licensure. Many physicians now practicing 
still bless the name of Goepp for that last minute 
piece of information they crammed into their ach- 
ing heads the night before the all important State 
Board. Much obsolete material has been discarded 
and new information substituted therefor. BNA 
terminology has been adopted. There is a new sec- 
tion on Medical Jurisprudence. —S. 





ANNUAL REPRINT OF THE COUNCIL ON PHARMACY AND 
CHEMISTRY of the American Medical Association for 1037, with 
the Comments That Has Appeared in The Journal. Cloth. 
Price,$1.C0. Pp. 201. Chicago: American Medical Association. 


This book is a great deal more than a mere rec- 
ord of the negative actions of the Council on Phar- 
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macy and Chemistry. It gives in full the reasons 
for the Council’s rejection of various preparations, 
but it-also records results of the Council’s investi- 
gations of new medicinal agents not yet out of the 
experimental stage, and frequently contains re- 
ports on general questions concerned with the ad- 
vance of rational drug therapy. All three cate- 
gories of reports are represented in the present 
volume. 

Two reports on Sulfanilamide appear, a nomen- 
clature and status report together with reprints of 
THE JOURNAL editorials giving the warnings 
which, if obeyed, would have avoided the series of 
deaths which resulted from the marketing of the 
ill-fated Elixir of Sulfanilamide-Massengill. 

At the end of this volume appears an eulogy of 
George Henry Simmons, whose death deprived the 
Council on Pharmacy and Chemistry of its founder 
and American medicine of a worthy and faithful 
servant. 





MEDICAL WRITING:: By Morris Fishbein, M. D., editor, The 
Journal of the American Medical Association, Chicago. With the 
assistance of Jewel F. Whelan, assistant to the editor. First edi- 
tion. Cloth, Pp. 212 with illustrations. Chicago: Press of 
American Medical Association, 1938. 


Ths small book is a valuable guide to anyone 
interested in medical writing, be he author or ed- 
itor. It is disappointing to watch many physicians 
stumble in a vain effort to find words and build 
phrases with which to express themselves. The 
public expects the physician who has been exposed 
to years of collegiate training to be at least as 
articulate as the average prep school senior. 
Physicians should be able to clothe their thoughts 
in simple, direct and correct phraseology. The 
many courses of pure science in the pre-medical 
years leave their impress on the physician’s use 
and understanding of good English. Much valu- 
able observation and information never reaches 
contemporary literature because so many of our 
profession are simply not able to express them- 
selves adequately. 

Fishbein’s book is detailed in its information con- 
cerning good usage. The mechanical requirements 
of authorship are fully outlined. Any medical ed- 
itor would be made happy should his contributors 
be required to study and heed the advice given by 
Dr. Fishbein. Those who are able to employ good 
English in the clothing of their ideas derive high 
‘satisfaction therefrom—and wonder why those 
now inarticulate are content to remain so.—S. 





CANCER MANUAL: By Executive Cancer Committee of the 
Iowa State Medical Society. First edition. Paper. Price, $1.00 
Pp. 168. Iowa City: Athens Press, 1938. 


This is a small paper cover booklet brought out 
by the Executive Cancer Committee of the Iowa 
State Medical Society. It represents an effort on 
the part of the State Medical Society to meet with 
facts an educational need that exists everywhere 
today. Cancer as it attacks various portions of 
the human body is outlined as to signs, diagnosis, 
history, treatment and prognosis. Somebody had 
to do a lot of work in culling the broad field of to- 
day’s knowledge regarding cancer in order to re- 
duce to bare essentials that which is known about 
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cancer. The book is hardly detailed enough for 
other than rapid review by the physician. At the 
same time it is perhaps too technical for wide cir- 
culation among the laity. It does contain just 
enough information about various types of cancer 
to stimulate the inquiring medical mind to search 
deeper for knowledge in the literature of today. 
—S. 





THE HEART OF PREGNANCY: By Julius Jensen, Ph. D., As- 
sistant Professor of Clinical Medicine, Washington University 
School of Medicine; Assistant Physician to Barnes Hospital; 
Physician to St. Louis Maternity Hospital] and St. Louis City 
Hospital. First edition. Cloth. Price, 5.00. Pp. 371 with illus- 
trations. St. Louis: C. V. Mosby Company, 1938. 


Dr. Jensen sums up his book very nicely in his 
quotation from Osler in the opening of the preface: 
“Tt is of use, from time to time, to take stock. so to 
speak, of our knowledge of a particular disease, to 
see exactly where we stand in regard to it, to in- 
quire to what conclusions the accumulated facts 
seem to point and to ascertain in what direction 
we may look for fruitful investigation in the fu- 
ture.” 

This treatise is as exhaustive a study of litera- 
ture and a summation of such as we have been 
privileged to read. Dr. Jensen takes up the effect 
of pregnancy on the normal heart, carrying on 
with the increase in cardiac work during pregnancy 
and the mechanism whereby the heart meets the 
increased demands of pregnancy. In part II he 
takes up the abnormal cardiac impulse formation 
during childbearing. Part III deals with organic 
heart disease and pregnancy, with a section on 
rheumatic heart disease and nonrheumatic heart 
diseases and pregnancy. 

The exhaustive reading done by Dr. Jensen in 
the preparation of this book covers the works of 
European authors, as well as those in America. He 
weighs the evidence brought out by each series of 
cases, discarding those without sufficient proof to 
be of value and enlarging on those which are of 
value. His summation at the end of each chapter 
is very brief and concise. The chapter on Electro- 
cardiograms in Pveenancy and the section on 
Rheumatic Heart D‘sease are exceptionally well 
treated. 

This book can be highly recommended to the ob- 
stetrician. as well as to the doctor who is treating 
heart conditions. —R.H H. 





INJECTION TREATMENT OF VARICOSE VEINS & HEMOR- 
ROIDS: By H. O. McPheeters. M. D., F.A.C.S. and James Kerr 
Anderson, M. D., F.A.C.S.. Minneauolis. Minn. Price $4.50. F. A. 
Davis Company, Publishers, Philadelphia. Pa. 


The book is well written and comprehensive— 
containing some two hundred pages on varicose 
veins and a hundred on hemorrhoids, illuminated 
by over eighty illustrations. 

Specifically the book discusses the anatomy and 
embryology of the veins with their valve formation. 
A short discussion on the etiology with the at pres- 
ent most accepted theories. Chapetr IV deals with 
the differential diagnosis. Among conditions to be 
differentiated are mentioned menopausal arthri- 
tis: compensatory veins due to blocking of the deep 
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circulation, in which injection should never be done 
—also arteriovenous aneurism; Buergers disease; 
Raynaud’s disease, and many others. 

The Trendelenburg test is fully discussed along 
with an X-ray demonstration proving the reversed 
blood flow in varicose veins. The pathology and as- 
sociated pathology with varicose veins is discussed. 
A comprehensive but concise discussion of varicose 
ulcer, with its cause and treatment is included. 


Operative treatment alone and associated with 
injection is considered. 

Injection tretament, which, as the title implies, 
is the chief topic, is very well presented, including 
its history, indication and contraindication, instru- 
ments needed, technique, solutions used, complica- 
tions, causes of failure, after care and end results. 

The physician is reminded of the conditions 
which may exist in the patient which are actually 
unrelated to the varicose veins but which may 
prove dsastrous to the patient and cause criticism 
of the physician unless he has forewarned the per- 
sons interested—as in coronary thrombosis, Buer- 
ger’s disease, Raynaud’s disease, etc. 

A short chapter is given over to the use of the 
zinc glue bandage with its formula and uses. 

Hemorrhoids are similarly discussed by Dr. 
James Kerr Anderson with detailed technique as to 
position of patient, instruments used, amount in- 
jected, frequency of injections, etc. 

The contra‘ndications and complications, the ad- 
vantages and disadvantages are impartially con- 
sidered, rounding out a very valuable book. 

To anyone contemovlating these procedures the 
book is invaluable, and for those who have been 
doing this tvne of work. this un-to-the-minute edi- 
tion should prove a definite asset. 

—wW. J. P. 





Synopsis of the Diagnosis of the Acute Surgical Diseases of the 
Abdomen. By John A. Hardy, B. Sc., M. D., F. A. C. S.. El Paso. 
Texas. Cloth. Price. $4.50. Pp. 345, with 92 illustrations. St 
Louis: C. V. Mosby Company, 1938. 


In the introduction to this book Dr. Hardy, the 
author, States that due to the fact that the greater 
portion of abdominal surgery in this country is done 
by general practitioners, it is reasonable “to arrange 
concisely and completely every present means of di- 
agnosis of the acute sursical diseases of the ab- 
domen”. This he has done adequately and, in the 
main, very satisfactorily. By an ingenuous and to 
me new, system of cross references, all of which, by 
the way, are accurate, he has managed to compress 
into three hundred and thirty-two pages what could 
very well occupy a much larger volume. That part 
of the volume which is of most value for ready refer- 
ence, that is the arrangement of differential diagno- 
sis, is clear, concise and complete. The moot points 
in diagnosis have happily been omitted. Either a 
student, a general practitioner or a busy general 
surgeon will find within its pages all the help that 
he is ever likely to need in working out the answer 
to a difficult abdominal question. It is one of the 
most practical works in the entire field of surgery 

(Continued on page 290) 
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Control of Syphilis! 


A most important factor in the diagnosis and control of 
syphilis is reliable blood, darkfield, and spinal fluid exam- 


inations. 


We run daily Wassermann (Kolmer modification) and 


Kahn tests. 


| Results are sent the referring physician by wire (at our 


expense) when requested to save time. 


A supply of Keidel tubes for blood withdrawal, in mailing 
| containers, sent cheerfully on request. 


Wassermann $3.00 
Wassermann and Kahn $5.00 


Turner’s Clinical & X-Ray Laboratories 


First National Bank Building 





EL PASO, TEXAS 





| GEORGE TURNER, M. D. DELPHIN von BRIESEN, M. D. 
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BOOK NOTES 
(Continued from page 288) 


It evidences a truly tremendous amount of reading 
and a capacity for organization which few of us have 
the ability or the patience to effect. 

There are thirty-eight chapters on the intra-ab- 
dominal catastrophies. One would have to be the 
possessor of very slight knowledge indeed not to be 
able, with the index and the table of contents, to 
right himself in almost any abdominal crisis. There 
are about one hundred illustrations, no one of which 
but serves a valuable purpose. It may be deemed 
from the above that I am rather enthusiastic; that 
judgment would be correct. I can whole-heartedly 
recommend it to any general surgeon. As a matter 
of fact, it is a volume that it is not smart, for any 
surgeon, to be without. It is the first attempt by 
anyone in our area to produce a text. It may be 
that we have other budding authors and we should 
encourage them by acquiring this book. This whole 
area should be proud of Dr. Hardy’s accomplishment. 
The book reflects credit not only on Dr. Hardy but 
on all of his associates in the Southwest.—P. G. 





A TEXT BOOK OF EYE, EAR. NOSE AND THROAT. By Abby- 
Helen Denison, R. N. Revised by Lyyli Eklund, R. N., Grad- 
uate, Massachusetts General Hospital Training School for Nurs- 
es, Boston, Mass.: Instructor Massachuetts Eye and Ear Infirmary, 
Boston, Mass. Second edition. Cloth. Pp. 367 with illustra- 
tions. New York: The Macmillan Co., 1937. 

Those hospital training schools which devote 
more than a few hours instruction of nurses in eye, 
ear, nose and throat will find this a valuable text 
book to augment lectures and practical work. It is 
doubtful if many general hospitals assign the 
requisite amount of time that the student nurse 
would need in order to thoroughly acquaint herself 
with the wealth of information contained in this 
text. It could perhaps be better employed in spe- 
cial hospitals training graduate nurses for eye, ear, 
nose and throat work. Just enough is said about 
symptoms and treatment of various eye diseases to 
be somewhat dangerous for a student nurse who 
might easily be lead to think that many of the 
puzzling eye conditions could be diagnosed and 
treated adequately by her. 


If “Trachoma is probably transported into this 


country by foreigners’, one wonders what foreign- 
ers brought the disease to the Southwestern Indian 
and to the Eastern Hill Billy. We don’t like the di- 
rections given for the removal of foreign bodies in 
the eye by the nurse. It is realized that this book 
was written primarily from the standpoint of meth- 
ods and ideas used in one hospital. If “It is under- 
stood that there are other methods worthy of mer- 
it’, it would seem that in the interest of thorough- 
ness these methods should be noted in a text 
planned for national circulation.—S. 





The manner and extent to which physical char- 
acteristics are inherited by children will be dra- 
matically demonstrated to visitors at the 1939 
World’s Fair of the West on Treasure Island. 
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The Mouth Gag 


(Things pertinent and impertinent) | 


Physicians are invited to submit items of a humorous 
nature for this column. Please send them to the editor, indi- 
cating source, if not original. 








SANTA FE SHORTS 

Tiny boats on Elephant Butte lake, streaking 
white lines in the blue water . . . showers of rocks 
on the rocky road to Santa Fe ... the raging Rio 
Grande at Albuquerque with crowds at the bridge 
gazing in wonder ... plaza promenade and music 
in Santa Fe ... the La Fonda with Gallagher of 
El Paso squiring his two charming daughters to 
meet the road-weary travelers . . . two cold bottles 
of Budweiser bootlegged because no one is supposed 
to be thirsty on Sunday under the New Merxico 
sun ... Goodwin of El Paso swearing a hearty re- 
fusal to leave his bed at 9 p.m. . . Driver of El 
Paso arriving late .. . Marshall of Roswell, an old 
schoolmate ... Haire of Hobbs, expecting to see 
a flowing beard on ye Ed . . . Brecks of El Paso, 
on their second honeymoon . . . Colvard of Dem- 
ing, bustling about on Lord knows what business 


now .. . Cantrell of Gallup, hearty in his greet- 
ing ... Miller of El Paso, “Charmed to see youse 
guys” . .. Womack of Carlsbad, stuck for the 


breakfast chit .. . Casparis of Nashville, telling of 
his new house a-building . . . Fiske, ye prexy, of 
Santa Fe, full of prodigious plans . . . seeing the 
hand looms making woolen ties and cloth raucous 
in color . ..Cohenour of Albuquerque, shaking a 
hand ... Safford of El Paso, spraying the Duco on 
a car fender at 9 p. m. in the little dark street... 
Tucker of Anthony, waving down the lobby ... 
Pangman of El Paso, cool in his shirt-tails . . . Car- 
mody of Denver, with his wife and daughter-in- 
law, and so well chaperoned . . . Gorman of El 
Paso, advance boosting for the Southwestern Med- 
ical Association meeting come November .. . Her- 
zer of Fort Sumner, discussing a serious eye case 
... Rennick of El Paso. sleeping the hours away .. 
Martin of Dallas. an old teacher of ye Ed. . . Brit- 
ish Major who was with Allenby at Gallipoli in the 
World War ... Konrad. ex-chef of Kaiser Wilhelm, 
who set the humdingingest festeev bo’d for Fiske’s 
buffet suppah . . . Long of Albuquerque, the pub- 
lic health guardian . . . Gwinn of Albuquerque, 
with six more gray hairs . . . Hendrick of Amarillo. 
makes ’em all... Ward of Santa Fe, state board 
secretary ... Barton of Santa Fe, the ear and ton- 
silman ... the fully clothed dancers at the smoker- 
Injuns, by gosh . . . the lady worshiper at the 
shrine of Bacchus doing obeisance flat on her face 
... you might say “the face on the ballroom floor” 
.. . Sour-faced old economic royalists sitting in the 
La Fonda lobby . . . female tourists hobbling about 
at the upper end of dog chains . . . Werley of El 
Paso, watching the aimless parade . . . Montgom- 
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ery of Roswell, the friendly grinner . . . Monaco of 
Gallup, bouncing with energy . .. Hollis of Taos, 
burning huge cigars ... Thearle of Albuquerque, 
telling ’em ... Miler of Clovis, the councilor ... 
Woolston of Albuquerque, talking about jaundice 
... Johnson of Rosweil, whose “fury” won the per- 
foom ...D. T. Weir of Belen, doubting that the 
nicer things smell like “Christmas Night” ...a 
deluge of touring medicos enroute to San Fran- 
cisco... Train and cold winds . . . the last day movie 
show... reluctant hand-clasps . . . a last look at 
Santa Fe’s beautiful mountains . . . speedometers 
creeping up, wind roaring past . . . see everyone in 
Gallup in ’39. 





WHY NOT A PRURITUS DAY? 
(Seen in Albuquerque Tribune) 





TONSIL CLINIC 
Every Friday will be tonsil day for children | 
at the W. and C. Hospital. Contact the hos- | 
pital direct or through your physician for 
arrangements at the special rate. 





(This thing has endless, albeit amusing possibilities. Who now 
can say that the Albuquerque brethren are not up and com- 
ing?—Ed. 





OBSERVATIONS 
#. Y. 
Phoeniz 
Well, a lot of us didn’t get to go to the A.M.A., 
but shucks, we can get it out of the newspapers, 
Ken and Liberty. 





If socialized medicine sweeps this country to the 
extent that some seem to desire it, in my opinion 
within ten or fifteen years, folks will be wearing 
asafoetida bags around their necks, electric belts 
around their bellies, pot hooks around their necks 
to stop nose bleed, “curing cancer” with a new zinc 
paste, massaging their foreheads with goose grease 
and skunk oil for sinus headache and pleading 
with the government to never do such a trick again. 





A patient asked the doctor why it was that when 
he got up in the morning his nose ran so much, 
just like a sugar tree. The doctor said, “Well, now, 
here’s how that is, when you sleep, your members 
sleep also, your fingers and arms and legs sleep, 
your brain sleeps; nothing functions hardly, your 
nose sleeps. .So when you wake up and get up, 
why, the mucous membrane of your nose is all 
rested and all or most of the water on your brain 
is gathered there by capillary attraction, and that’s 
what makes your nose run. The patient says, 
“Well, what causes it?” The doctor says, “Well, 
it’s allergy which can be cured by fifteen shots at 
$3.00 each. 





-Recently I said to a physician: What is a vita- 
(Continued on page 292) 
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By Frank B. Schwentker 


No better statement of the duties of a Trus- 
tee has ever been made than that by Mr. Jus- 
tice Cardozo, while sitting as Chief Justice of 
the Court of Appeals of New York: 


“Many forms of conduct permissable in a 
workaday world for those acting at arms length 
are forbidden to those bound by fiduciary ties. 
A trustee is held to something stricter than 
the morals of the market place. Not honesty 
alone, but the punctilio of an honor the most 
sensitive, is then the standard of behavior. As 
to this there has developed a tradition that is 
unbending and inveterate.’ (Mienhard v. Sal- 
mon, 249 N. Y., 458). 


Recently, while talking with our President, 
Mr. A. N. Kemp, | noticed this sentiment in 
a small frame on his desk. When | asked him 
about it, he said ‘Frank, that is my idea of the 
trusteeship that should govern those who are a 
part of this sacred institution of Life Insur- 
ance. It is the idealism that is now governing 
the affairs of the Pacific Mutual Life Insur- 
ance Company. 


And | might add that this idealism plus the 
close supervision given by the Insurance De- 
partments of our 48 states explains why our 
great Life Insurance Institutions today stand 
so high in public esteem. 


Individuals may have failed here or there 
but the institutions as a whole have carried on 
with safety and satisfaction to all. 


Our underwriters endeavor to emulate these 
same ideals in this work of Life Underwriting 


—F.B.S. 


The F. B. Schwentker Agency, 
711 Title & Trust Building, 
Phoenix, Arizona 


The Schwentker-Bruce Agency 
915 Mills Building, 
El Paso, Texas 
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KATHRYN BOONE 
COSMETICS 


Guaranteed to contain no harmful ingredients 
(Manufactured in Arizona) 

Extra rich in the nourishing oils that are neces- 
sary to keep the skin in a normal, healthy condition 
in the dry climate. 

U. S. P. products are used in compounding these 
high frade Cosmetics. 

Exceptional results have been obtained in treat- 
ment of Acne and various Scalp conditions. 





1219 N. Centrai Ave. 
Phoenix, Arizona 























The 


Florence Crittenton Home 
of Phoenix 


1022 E. GARFIELD ST. 
PHOENIX, ARIZONA 
Phone 3-9609 


A Protestant Christian home for the pro- 
tection and rehabilitation of the unmar- 
ried mother. Discipline is parental, and 
family atmosphere prevails. Nurses un- 
der ethical physicians’ directions main- 
tain standards for the protection of all 
in the institution. You are invited to 
examine our equipment to familiarize 


yourself with practices and routine. 
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The Mouth Gag—Continued 


(Continued from page 291) 


min? He says, ‘It’s a white pill.” A druggist stand- 
ing by says, “No, it’s a red pill.” A doctor who 
reads a lot overheard the conversation and he said, 
“It is an unknown entity which, when taken into 
the system—human system”, he said, “causes ana- 
bolism and katabolism to effect a perfect antidis- 
assimilation and thus prevents avitaminosis.” | 
asked him where it was found and he said, “among 
the detail men.” 
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Artisana Water 


A Superior 
Table Water 


PURE 
SAFE 


SOFT 










Artisana 
Green Seal 


DISTILLED 


S 
AMERICAN» 
menicat q 







ASS 
— 


ARTISANA WATER CO. 
Phone 9-6297 























Miss Gulland’s 


PETER PAN 
SCHOOL 


Nursery - Kindergarten - Primary 
Day and Boarding School 


18 Mos. 10 Yrs. 


FRANCES GULLAND, A. B. 


2019 North Ninth St. Phone 3-6018 


Phoenix, Arizona 
































New Oil-Immersed Shockproof 


Bedside Unit 


—tThis latest achievement by Keleket 
ideally fulfills the modern requirements 
for bedside work, as a full range auxiliary 
unit in the main laboratory, or as a mobile 
X-Ray apparatus in the Emergency Re- 
ceiving Room. 


Its shockproof head may be positioned in 
actual contact with patient if necessary, 
permitting radiography at the most dif- 
ficult angles. 


Its extreme lightness in weight, due to 
ingenious elimination of heavy counter- 
weights assures greater ease in handling. 
Your inspection of this modern, depend- 
able and high capacity unit is invited— 


Call or write your Authorized Keleket 
Agents. 


Southwestern 
Surgical Supply Co. 


EL PASO, TEXAS PHOENIX, ARIZONA 
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LOIS GRUNOW MEMORIAL CLINIC 


MCDOWELL AT TENTH STREET 
PHOENIX, ARIZONA 
DAY AND NIGHT PHONE 4-4277 


GENERAL SURGERY, GYNAECOLOGY, PROCTOLOGY 
WM. O. SWEEK, M.D., F.A.C.S. H. D. WILLIAMS, M.D. 





ORTHOPEDIC SURGERY 
JAMES LYTTON-SMITH, M.D. RONALD S. HAINES, M.D. 





UROLOGY 
M. L. DAY, M.D. 


EYE, EAR, NOSE AND THROAT 
D. E. BRINKERHOFF, M. D. W. JEWELL SMITH, M. D. 
INTERNAL DISEASES AND DISEASES 
OF THE CHEST 


HILTON J. MCKEOWN, M.D. LESLIE B. SMITH, M.D. 


DISEASES OF CHILDREN 
WILLIAM F. SCHOFFMAN, M. D 


OBSTETRICS 
Cc. B. WARRENBURG, M.D 


DERMATOLOGY 
LOUIS G. JEKEL, M.D. 


DENTISTRY 
NORTON J. WOOD, D.D.S. 


X-RAY AND PATHOLOGICAL LABORATORIES 
THOMAS A. HARTGRAVES, M.D. 











RUFF’S Pre-cast 
Concrete Sanitary Septic Tank 














Q Man-tiole---..6 
ooh Ses Water Line 2 
% sisal r 
® 
n 
+o; e 
° . 3 
os M 
re) u 
Q EY 
aQ 
(TF E 
° 2 
“ 4 
rs a 
“_ 
rm $ 
& °o 
YN ks 
Sediment 
Chamber Effluent 
Chamber 














A modern sanitary sewage disposal system. Scientifically 
designed to meet all sanitation specifications. For Su- 
burban Homes, Camp Grounds, Parks, Farm Houses, 
School Houses. etc. An economical means of sewage 
disposal in unsewered areas. 

Molded in ONE piece, at our plant, of everlasting rein- 
forced CONCRETE. Made in 235-gallon units, and are 
used in series. One unit will take care of a family 6 to 8. 
To increase the capacity, add another unit. 

When making your plans for a new sewage disposal, or 
your old cess-pool has gone to the bad, THE PRE-CAST 
SEPTIC TANK will do the job. 


Manufactured By 


A. E. RUFF 


R. 5, Box 147 Phoenix, Ariz. Phone 9-3683 
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THE DOCTOR 
NOW IN A PERMANENT HOME 





SCULPTICOLOR OF FILDES’ MASTERPIECE 
GOES TO ROSENWALD MUSEUM 





The $150,000 reproduction of the Sir Luke Fildes 
masterpiece “The Doctor,” first shown by thd 
Petrolagar Laboratories at Chicago’s Century of 
Progress Exposition in 1933, was recently present- 
ed by its owners to the new Rosenwald Museum of 
Science and Industry in that city. 

Following the two World’s Fairs, “The Doctor” 
exhibit went on a tour of 50,000 miles and was 
viewed by over five million people in 18 principal 
cities throughout the country. 

Designed to remind the public of the importance 
of the family physician, it required the full time of 
the Chicago sculptor, John Paulding and the noted 
artist Rudolph Ingerle and a large corps of assist- 
ants, and took neariy a year to complete. 


In its new location in the Rosenwald Museum it 
will be seen by millions of vis:tors annually 





HOW TO GIVE COD LIVER OIL 

Some authorities recommend that cod liver oil 
be given in the morning and at bedtime when the 
stomach is empty, while others prefer to give it 
after meals in order not to retard gastric secretion. 
If the mother will place the very young baby on 
her lap and hold the child’s mouth open by gently 
pressing the cheeks together between her thumb 
andn fingers while she administers the oil, all of 
it will be taken. The infant soon becomes accus- 
tomed to taking the oil without having its mouth 
held open. It is most important that the mother 
administer the oil in a matter-of-fact manner, 
without apology or expression of sympathy. 

On account of its higher potency in Vitamins A 
and D, Mead’s Cod Liver Oil Fortified With Per- 
comorph Liver Oil may be given in one-third the 
ordinary cod liver oil dosage, and is particularly 
desirable in cases of fat intolerance. 





I used to wonder why people should be so 
fond of the company of their physician, till I 
recollected that he is the only person with whom 
one dares to talk continually of oneself, without 
interruption, contradiction or censure.—Mrs. Han- 
nah More. 





July, 1938 
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